Implementation of a Child Care + Home Intervention to Improve Children’s Nutrition and Physical Activity: Assessment of Fidelity, Parent Engagement, and Enhanced Implementation by Luecking, Courtney Tiemann
 
 
IMPLEMENTATION OF A CHILD CARE + HOME INTERVENTION TO IMPROVE 
CHILDREN’S NUTRITION AND PHYSICAL ACTIVITY: ASSESSMENT OF FIDELITY, 
PARENT ENGAGEMENT, AND ENHANCED IMPLEMENTATION 
Courtney Tiemann Luecking 
A dissertation submitted to the faculty at the University of North Carolina at Chapel Hill in 
partial fulfillment of the requirements for the degree of Doctor of Philosophy in the Department 




Dianne S. Ward 
Alice S. Ammerman 
Byron J. Powell 




Courtney Tiemann Luecking 





Courtney Tiemann Luecking: Implementation of a Child Care + Home Intervention to Improve 
Children’s Nutrition and Physical Activity: Assessment of Fidelity, Parent Engagement, and 
Enhanced Implementation 
(Under the direction of Dianne S. Ward) 
 
Early care and education (ECE) centers are important targets for influencing children’s 
dietary and physical activity behaviors, but effects of innovations are often mixed. Measures of 
intervention fidelity are needed to identify barriers to implementation and strategies are needed 
to diminish barriers. To address these gaps, the Healthy Me, Healthy We (HMHW) program, an 
8-month intervention promoting parent involvement to support healthier eating and activity 
habits for 3-4-year-old children attending ECE, was critically evaluated. Using process 
evaluation data from 48 ECE centers in the hybrid type I cluster randomized control trial of 
HMHW, we created a 35-item fidelity index to measure implementation by ECE providers and 
parents. Overall, HMHW was implemented with low fidelity (50%), with a notable decrease 
between ECE providers (67%) and parents (39%).  
Subsequently, a comparative case study using a parallel, convergent mixed methods 
approach was conducted with 7 ECE centers that were identified from a pool of 29 ECE centers 
to represent extreme low or high levels of parent engagement in HMHW. Key differences in 
barriers and facilitators were noted regarding the center culture/philosophy on working for (low 
engagement) or with (high engagement) parents, one-way (low engagement) or bi-directional 
(high engagement) communication between ECE providers and parents, and ECE providers 
supporting parents to achieve healthier habits at home (only high engagement). 
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To support bi-directional communication between ECE providers and parents about 
HMHW, an enhanced implementation approach was developed. A quasi-experimental study with 
42 ECE centers was used to evaluate the effect of the enhanced implementation approach 
compared to the standard implementation of HMHW on parent engagement. Parent engagement 
was measured by interview responses from ECE providers and surveys from parents. No 
difference in perceived parent engagement by ECE providers was noted between implementation 
approaches (β= -1.5, p=0.38). However, parents who received the enhanced implementation 
approach reported more support and participation compared to the standard approach, (β= 3.6, 
p<0.001). This research contributes novel information about implementation of multilevel 
interventions in ECE centers, as well as barriers and facilitators to engaging parents in health 
promotion efforts, and offers promising strategies for increasing parent involvement. 
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CHAPTER 1: INTRODUCTION 
Background 
Early care and education (ECE) settings are important targets for translational research 
due to the potential for widespread public health impact for improving children’s eating and 
physical activity behaviors.1,2 A variety of policies, programs, and practices (i.e., innovations) 
within ECE settings have been shown to positively influence what or how much children eat, 
increase their minutes of physical activity, and/or decrease screen time.3 However, low adoption 
and/or insufficient implementation of these evidence-based innovations has yielded mixed or 
moderate effects in pragmatic conditions.4–10 To consistently achieve positive changes in 
children’s eating and physical activity behavior, it is imperative to better understand how health 
promotion innovations in ECE work, for whom they work, and under what conditions the 
innovation produced successful changes.11,12 In addition, strategies are needed to facilitate uptake 
and enhance implementation of innovations in ECE,13,14 because without adequate 
implementation, desired behavior or health outcomes will not be realized.15  
Commonly used implementation strategies to support the adoption or implementation of 
evidence-based health promotion innovations in ECE include offering training workshops for 
ECE providers, supplying resources (e.g., materials, activities), and providing technical 
assistance.16 Involving parents with implementation of ECE center-based innovations can be an 
effective implementation strategy,17,18 but engaging parents is a commonly cited barrier19–22 and 
previous efforts to engage parents have had limited success.23  Healthy Me, Healthy We 
(HMHW) (NCT02330354) is one example of an innovation designed to promote parent 
 
 2 
involvement with efforts to support healthier eating and physical activity for 3-4-year-old 
children attending ECE.24 However, preliminary results from the first wave of intervention 
indicated limited success in involving parents. In order to achieve the benefits of engaging 
parents in health promotion efforts through ECE, a better understanding of both the successes 
and failures of the implementation of complex, multicomponent innovations like HMHW is 
necessary.25,26 In particular, a more in-depth understanding of barriers and facilitators of parent 
engagement with health promotion efforts is needed.27–29 Applying comprehensive frameworks 
that prompt consideration of how an innovation was implemented (i.e., fidelity) and contextual 
factors influencing the implementation process can allow researchers to unpack the “black box” 
of complex innovations like HMHW and inform future dissemination and implementation 
efforts.30,31 However, few studies have applied theoretical or practical frameworks to explore 
contextual factors or guide evaluation efforts around engaging parents in health promotion 
efforts in ECE centers. 
The overall aim of this dissertation was to increase parent engagement with the HMHW 
intervention through applying practical and determinant frameworks to identify barriers and 
facilitators of parent engagement and to evaluate strategies that would be generalizable to other 
health promotion interventions delivered through ECE centers. To accomplish this, the 
dissertation comprised three aims. Aim 1 utilized process evaluation data from the cluster 
randomized control trial of HMHW to enhance understanding about what happened and why. A 
fidelity index was developed to assess implementation of HMHW. In addition, the RE-AIM 
(Reach, Effectiveness, Adoption, Implementation, Maintenance) framework,32 one of the most 
frequently used planning and evaluation frameworks for community settings,33 was used to guide 
evaluation efforts for the external validity of the intervention. Aim 2 involved a mixed methods 
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comparative case study among 28 directors, teachers, and parents at ECE centers who 
demonstrated low and high levels of parent engagement with HMHW. Epstein’s framework for 
school-family-community partnerships34 and the Consolidated Framework for Implementation 
Research35 were used to structure exploration of similarities and differences among centers 
identified to have low or high engagement. Results highlighted key barriers and facilitators of 
parent engagement in health promotion programs and missed opportunities that can be addressed 
using appropriate implementation strategies. Results from Aims 1 and 2 informed the design of 
an enhanced implementation strategy that included prompting ECE providers to solicit ongoing 
feedback about parents’ experiences with HMHW and to identify barriers to participation at 
home. In Aim 3, we tested the efficacy of this enhanced implementation strategy to increase 
parent engagement with HMHW using a quasi-experimental design that compared 29 ECE 
centers that used the standard implementation strategy to 13 ECE centers who used the enhanced 
implementation strategy. 
Specific aims 
Aim 1: Develop a fidelity index to assess implementation of the Healthy Me, Healthy We 
intervention, and evaluate the external validity of the intervention according to the RE-AIM 
framework. 
Aim 2: Characterize barriers and facilitators of parent engagement with the Healthy Me, Healthy 
We intervention and identify strategies to promote and support parent engagement with health 
promotion efforts in ECE centers. 
Aim 3: Evaluate the efficacy of an enhanced implementation strategy to increase parent 
engagement with the Healthy Me, Healthy We intervention compared to the standard 
implementation strategy.   
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• Hypothesis: ECE centers who use the enhanced implementation strategy will have higher 
scores of parent engagement at the end of the 8-month Healthy Me, Healthy We 
intervention than ECE centers who use the standard implementation strategy. 
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CHAPTER 2: LITERATURE REVIEW 
Young children are not achieving healthy eating or physical activity recommendations 
Early childhood is a critical period of rapid growth and development that lays the 
foundation for future physical, emotional, social, and cognitive health.36 Dietary and physical 
activity behaviors during this period influence cognitive outcomes 37,38 and future risk for 
chronic diseases, such as cancer and type 2 diabetes.39 In addition, dietary preferences and 
physical activity habits in early childhood track into adolescence and adulthood and will 
continue to influence energy balance and overall health.40–42 However, young children are not 
developing healthy habits.7,43,44 A majority of children aged 2 – 5 years do not consume enough 
fruit, vegetables, whole grains, or dairy foods to meet recommendations from the Dietary 
Guideline for Americans,45 and nearly all (>98%) children exceed recommendations for solid 
fats and added sugars.44,46 It is estimated that nearly 60% of children aged 3 – 5 do not meet the 
National Academy of Medicine guideline for at least 15 minutes of physical activity per 
hour.47,48 Furthermore, young children average 3 hours of screen time per day,49 which exceeds 
the recommended 1 – 2 hour limit.50 As such, national and international organizations have 
prioritized policies to support healthy lifestyle behaviors in early childhood.48,51 
Early care and education centers are an important setting to influence eating and activity 
behaviors 
Early care and education (ECE) centers have been identified as an important setting to 
influence children’s eating and activity behaviors.1,48 Since nearly one-third of children under the 
age of six in the United States attend center-based ECE on a weekly basis, and the average child 
spends about 30 hours per week in care,52 ECE centers offer great potential for widespread 
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public health impact.2 Intervening at ECE centers to promote healthy eating and physical activity 
habits is a rapidly growing area of research.3 A variety of policies, programs, and practices (i.e., 
innovations) have proven effective for positively influencing what or how much children eat, 
increasing children’s minutes of physical activity, and decreasing sedentary or screen time.3,53,54 
These evidence-based innovations have influenced guidelines and recommendations for how to 
structure ECE environments to promote healthy eating and physical activity (e.g., types of foods 
served and amount of time allotted for physical activity) and how ECE providers should interact 
with children (e.g., model and teach children about healthy behaviors).48,51,55 But, there has been 
low adoption and/or insufficient implementation of these guidelines and recommendations.4–9,56–
59 For example, it has been found that ECE centers do not consistently provide healthier foods or 
beverages, such as whole grains or water,4,8,57,59 nor do they consistently provide sufficient time 
or resources to support active play.4,5,56 This evidence denotes a gap in translating innovations 
efficacious under carefully controlled research settings to more pragmatic, community contexts 
like ECE settings.10,12 
Implementation science can help us understand what, why, and how innovations work in 
the real world 
Since the commencement of the evidence-based medicine and practice movement, there 
has been concern regarding the quality gap between what we know works and what is carried out 
in everyday practice.12 Implementation science, the study of methods or strategies to promote the 
adoption and integration of evidence-based innovations within specific settings,2 aims to 
understand and work within real world settings.26 Implementation science uses a variety of 
methods and outcomes to identify what works.60 Proctor and colleagues proposed a taxonomy of 
eight implementation outcomes that are conceptually distinct from traditional health service (e.g., 
efficiency of a process, safety of procedure) and clinical (e.g., health, behavior) outcomes.61 The 
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taxonomy includes acceptability, adoption, appropriateness, cost, feasibility, fidelity, penetration, 
and sustainability. These outcomes may be more, or less, appropriate during various phases of 
implementation, including early (i.e., adoption), mid (i.e., penetration), or late (i.e., 
sustainability) implementation.  
Implementation science places more emphasis on external validity than traditional 
efficacy research,62,63 and there is ongoing debate as to whether the randomized design that is so 
valuable for efficacy and effectiveness research is the most appropriate design for 
implementation research.60 A wide variety of study designs and analytic approaches atypical for 
traditional efficacy-effectiveness research are being used in implementation research.64 Some 
approaches gaining popularity include hybrid designs, mixed methods, and case studies. Hybrid 
designs involve combining design elements of effectiveness and implementation research.65 
These study designs allow for various combinations of assessing the effectiveness of an 
intervention on the targeted outcome and the accompanying implementation strategy, meaning 
both implementation- and participant-level outcomes are collected and assessed. A type I hybrid 
emphasizes testing the effects of an innovation on relevant outcomes but also gathers 
information on implementation, whereas a type II hybrid puts equal emphasis on testing the 
innovation and the implementation strategy. A type III hybrid has a primary focus of testing the 
implementation strategy but also collects information about the innovation’s effect on targeted 
outcomes. Advantages of hybrid trials include stronger, expedited translational gains, more 
effective implementation strategies, and more useful information for decision makers.2,65  
Mixed methods research designs are often used in implementation research to gain 
understanding and insights for overcoming barriers to implementation as well as for designing 
and testing implementation strategies.66 The underlying principle of mixed methods research is 
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that the combination of quantitative and qualitative data is synergistic and will provide a more 
in-depth understanding and synthesis than either method individually.67 Quantitative and 
qualitative methods may be used sequentially or in tandem to answer a research question. The 
sequential approach utilizes one method to inform the next phase of research that will use the 
other method, while the tandem approach uses both methods at the same time. Furthermore, the 
methods can be given equal weight or one method may carry more prominence for analysis and 
interpretation.66 Mixed methods may function in several capacities, including convergence, 
complementarity, expansion or explanation, development, or sampling (Table 1). An advantage 
of mixed methods is that triangulating results is an approach to address limited statistical power, 
which is often a limitation of implementation research.64   
 
Table 1. Functions of mixed methods designs 
Function Definition 
Convergence Using both methods to answer the same research question, 
either comparing results to see if they offer the same conclusion 
(triangulation) or by converting one data set to another 
(transformation) 
Complementarity Using each method to answer a related question regarding 
evaluation or elaboration (e.g., one method evaluates study 
outcomes and another evaluates process) 
Expansion or Explanation Using one method to answer questions raised by the other 
Development Using one method to answer questions that will enable the 
other method to answer questions (e.g., developing a measure 
for data collection) 
Sampling Using one method to identify a sample of participants for use of 
the other method 
 
Case studies offer in-depth examination of organizations and processes.68,69 Comparative 
case studies provide the opportunity to make comparisons and contrasts across two or more cases 
in a way that produces more generalizable knowledge than a single case about why an innovation 
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had the observed outcomes.68,70 Comparative case studies are particularly useful when there is a 
need to understand how contextual factors influence implementation or to understand dynamic 
processes of change.69 For example, when cases are selected based on the results of an 
intervention, they can provide the opportunity to identify similarities or differences across cases 
that may be linked with the outcome.71 Leaders in implementation research have acknowledged 
the importance of case studies and other mixed methods designs to develop a richer 
understanding of implementation that can be framed within theoretical context.66,72–76 
Understanding why an innovation was, or was not, successful will inform translation and 
scaling up 
In order to successfully scale innovations up or out, we need to unpack the “black box” of 
complex, multicomponent innovations to identify the mechanisms of change and clearly 
explicate how something works.30,77 There is also a need for more transparent reporting about the 
external validity of innovations.78,79 To enhance translation of research findings in community 
settings, any new innovation should offer: 1) a clear description of the context for the program, 
2) a clear description of core components and the active ingredients that further operationalize 
core components, and 3) a practical assessment of the performance of those who deliver the 
innovation.25  
Process evaluation provides an opportunity to measure how exactly an innovation was 
conducted as well as social, economic, cultural, political, legal, and/or other environmental 
context that could have confounded results.26 With all of this information, process evaluation 
allows for interpretation of why an innovation was, or was not, successful.80 The elements of 
process evaluation that improve understanding of how a program was conducted include: dose 
delivered, dose received (exposure and satisfaction), dose enacted, reach, recruitment, and 
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context.81,82 Context and fidelity are particularly informative for allowing researchers to explain 
the success, or failure, of an innovation.  
Fidelity, the degree to which an innovation was delivered as planned or intended by the 
program developers,80 is one of the most commonly assessed implementation outcomes.61 
Fidelity is a high priority when translating efficacious innovations to real world settings, because 
high fidelity is associated with more successful outcomes.15 Fidelity can be conceptualized with 
three elements: adherence, competence, and exposure. Adherence measures the extent to which 
innovation components were delivered as prescribed, and competence measures the quality with 
which components were delivered.83 Exposure identifies the dose delivered and dose received 
and includes participants’ satisfaction with specific components.84  
In addition, it is becoming increasingly important to distinguish intervention fidelity from 
implementation fidelity.85 Intervention fidelity focuses on the extent and quality with which the 
innovation was delivered as planned,80 while implementation fidelity focuses on the degree to 
which the implementation strategy to support execution of the innovation was delivered.86,87 
Measuring fidelity is a critical element of program evaluation because it can assess internal 
validity and support, or refute, that an innovation was responsible for the observed change.88 
More specifically, it can help distinguish inadequate implementation (“Type III error”), a 
theoretical design flaw of the innovation, or perhaps some combination of the two.  
Without adequate implementation, children’s eating and activity behaviors will not 
improve 
Even once there is an understanding of how and why innovations work, to consistently 
produce positive changes in children’s behavior, growth, and health, innovations must be 
adopted, adequately implemented, and sustained.13,15,89 Characteristics of the innovation 
influence whether organizations or individuals will adopt it. Even if innovations are adopted, 
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they may have poor penetration throughout the organization, low fidelity, or not prove 
sustainable due to organizational structure or lack of support to deliver the innovation. Any of 
these scenarios may explain the lack of anticipated or desired outcomes regarding the adoption or 
implementation of health promotion innovations in ECE centers.61,90–94 Research is needed to 
understand how to enhance adoption, implementation, and sustainability of evidence-based 
innovations,2,95 particularly within the context of highly-regulated, resource-strained ECE 
centers.13  
Implementation strategies can support use of evidence-based innovations 
Historically, much effort and resources have been placed into testing the efficacy and 
effectiveness of innovations, but few resources were dedicated to investigating and refining 
techniques to enhance the adoption, implementation, or sustainability of evidence-based 
innovations.62 Implementation strategies are those “methods or techniques used to enhance the 
adoption, implementation, and sustainability of a clinical program or practice”96 and are distinct 
from the innovations that are to be implemented.97 In recent years, more formal definitions and 
terminology for implementation strategies have come from the Cochrane Effective Practice and 
Organisation of Care (EPOC)98 and the Expert Recommendations for Implementing Change 
(ERIC) project.99 Implementation strategies should be selected to address specific identified 
barriers to implementation success,100 and they may target change or support at an individual, 
organizational, system, or even policy level.101 A number of implementation strategies have been 
identified as effective for addressing barriers in clinical or educational environments,99 including 




There is a need to identify effective implementation strategies for the ECE setting 
Several interventions conducted in the ECE setting in Australia have investigated the 
effects of implementation strategies on the ability of ECE centers to execute evidence-based 
innovations,102–107 and others have examined the acceptability and feasibility of implementation 
strategies.105,108,109 Implementation interventions in Australia have aimed to promote the 
adoption and/or implementation of healthy eating and physical activity policies and practices 
consistent with Australian guidelines. Implementation support was mostly provided by an 
implementation support officer (i.e., research team member) or in one trial, a public health 
department.107 Commonly used implementation strategies included: provision of resources (e.g., 
policy toolkit, menu planner), monitoring (or audit) and feedback, follow-up/ongoing support, 
provision of staff training, and securing executive support. Other strategies tested included: 
incentives (e.g., educational toys and resources),106,107 employment of consensus process and a 
communications strategy (e.g., bimonthly newsletters),102 and connecting teachers with each 
other and community resources.105 Effects of implementation strategies were mixed. A package 
of implementation strategies (i.e., staff training, resources, incentives, follow-up support, and 
performance monitoring and feedback) lead to significant differences between intervention and 
control groups regarding the proportion of centers having a specific healthy eating or physical 
activity policy,110 while others did not find significant changes between groups102 or had mixed 
results depending on the outcome.105,107 Several studies are still being conducted and results have 
yet to be reported.103,106  
Limitations of previously conducted implementation interventions in ECE settings 
include the lack of using, or specifying use of, a theory-informed or systematic approach to 
select implementation strategies that explicitly target identified barriers and facilitators.102,103,111 
Evidence suggests that theories and frameworks enhance the effectiveness of interventions 
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targeting behavior change and that they also enhance the design and interpretation of 
implementation-focused research.112–114 Applying theories and/or frameworks to implementation 
research can augment the chance of success115 and provide the opportunity to generalize findings 
and contribute to a broader evidence base for determinants of implementation, selecting and 
tailoring implementation strategies, and the expansion or refinement of implementation theory.116 
Another potential limitation is that strategies are multicomponent. While multicomponent 
implementation strategies seem to be more effective,101,117–119 caution is warranted because of the 
parallel with the “black box” of intervention research. When multicomponent implementation 
strategies are tested as a package, it is unclear what is working or perhaps what could work but is 
masked by the combination of strategies.77 Research into the effects of implementation strategies 
on adoption and implementation of innovations should aim to distinguish individual and 
synergistic effects of discrete strategies so that minimally burdensome, yet effective, strategies 
can be selected for future use. 
Involving parents could be a key, but challenging implementation strategy  
When ECE center-based innovations involve parents, they have greater effects on 
targeted eating, physical activity, and/or obesity prevention outcomes,17 yet few studies have 
specifically tested strategies to involve parents with implementation.120 Health promotion 
innovations initiated in ECE centers have aimed to involve parents in a variety of ways,23 but the 
most valuable efforts are those that facilitate ongoing, reciprocal interactions between parents 
and ECE providers.121 Some innovations have attempted to more actively engage parents through 
home activities, informational sessions, family events, goal setting, or motivational phone 
calls.122–128 But most innovations have used low-intensity approaches that require minimal 
engagement from parents, such as brochures, posters, or worksheets.122–126,129–137  
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Parent engagement can be approached in a variety of ways, but the real challenge for 
ECE centers lies in finding effective ways to initiate and sustain shared responsibility for health 
promotion.121 ECE providers often express general concerns or dissatisfaction with a perceived 
lack of parent engagement, particularly from families of diverse or low-income 
backgrounds,138,139 and frequently cite lack of parent engagement as a central barrier to 
promoting healthier habits.19–22,140,141 However, few studies have explicitly investigated barriers 
or facilitators for parent engagement around health promotion efforts,27–29 and rarely have 
parents’ perceptions about barriers to parent engagement in health promotion efforts, or ideas for 
addressing barriers, been solicited.28 This highlights an important limitation in that parent 
engagement is a dynamic process, and views from both ECE providers and parents are needed to 
acknowledge similarities and differences in perceived barriers and facilitators so that realistic, 
effective strategies for parent engagement can be identified. Involving parents in implementation 
of health promotion innovations is critical for success.18,54,142 Research involving ECE providers 
and parents is needed to identify effective, acceptable, and feasible approaches to facilitate 
collaborative efforts between ECE providers and parents that truly enable parents to be involved 
with supporting healthy eating and physical activity and supporting efforts at ECE centers.13,20,23   
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CHAPTER 3: METHODS 
This dissertation uses process evaluation data and participants from a National Institutes 
of Health-funded cluster randomized control trial of the Healthy Me, Healthy We (HMHW) 
intervention conducted between 2015 and 2017. HMHW is an 8-month social marketing 
campaign delivered over a school year that was designed to foster partnership between ECE 
providers and parents to consistently promote healthy eating and active play among 3 – 4-year-
old children.143 The intervention was recently evaluated for effectiveness (Clinical Trials ID: 
NCT02330354) to improve the quality of children’s dietary intake, as defined by the Healthy 
Eating Index 2015,144 and increase children’s minutes of non-sedentary physical activity.24 The 
cluster randomized control trial included two waves of recruitment in which ECE centers were 
randomized to either deliver HMHW or to a delayed intervention control group. Preliminary 
analyses of process evaluation from Wave 1 of the trial indicated parent engagement did not 
reach the desired levels, thus warranting further investigation into implementation of HMHW as 
well as barriers and facilitators encountered by ECE providers to engage parents with the 
intervention.  
Healthy Me, Healthy We Intervention 
Intervention development and conceptual model 
HMHW was developed through a social marketing approach.145 The six-step process146 
used to guide intervention development has been well documented143 and comprised: (1) initial 
planning that included a series of literature reviews,147 (2) formative research that involved focus 
groups with ECE providers and parents,148 (3) strategy development that included creation of a 
 
 16 
conceptual model and concept testing initial ideas with ECE providers and parents, (4) program 
development that involved pilot testing intervention materials and implementation strategies, (5) 
implementation at scale, and (6) monitoring and evaluation of the process and outcomes.24  
Development and implementation of the HMHW intervention was informed by the Social 
Ecological Framework, Exchange Theory, and Social Cognitive Theory. These theories and 
frameworks helped identify appropriate levels of intervention, downstream and midstream 
audiences, and specific constructs to intervene upon in order to initiate behavior change (Figure 
1). HMHW is a multilevel intervention that targeted children (individual), caregivers 
(interpersonal), and ECE centers (organizational). The Exchange Theory prompted identification 
of perceived benefits and barriers that would influence desired behaviors of ECE providers 
(directors and teachers) and parents. Knowledge and skills were two constructs prioritized from 
Social Cognitive Theory.    
 
 
Figure 1. Conceptual model for HMHW  
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Intervention components  
HMHW begins with a kick-off event, followed by four six-week units, and concludes 
with a celebration event (Figure 2).   
 
 
Figure 2. Overview of structure of HMHW 
 
 
Kick-off event  
The objectives of the kick-off event are to (1) raise awareness of the intervention among 
children and parents, (2) create excitement about the intervention among teachers, children and 
parents, and (3) reinforce the importance of making a commitment to the intervention and what it 
stands for – “Just Try It” and “Play Smart. Eat Smart. Rest the Tech”. As part of the kick-off, 
centers are required to: hang the HMHW Center Banner, invite parents to attend or otherwise 
participate in the event, hang the Classroom Promise and Unit 1 Posters, sign the Fit Family 
Promise (at the center and at home), and engage in the Classroom Activity that introduces 
children to the HMHW theme song and dance. In wave 2, reading a Welcome Letter from Dr. 
Fitbodi, the intervention’s expert character, was added to help teachers talk about and introduce 
the intervention. Centers may personalize the event by choosing the time of day, location, and 




The intervention includes four, six-week units that involve activities in the classroom and 
at home. Unit themes include: (1) Play More, Get Thirsty (an emphasis on increasing active play 
each day and refueling with the right beverages), (2) Together is Better (an emphasis on getting 
family together for healthy food and physically active fun), (3) Let’s Move and Find our 
Snacking Groove (an emphasis on reducing screen time and fueling up with healthy snacks), and 
(4) Try a New Thing in Spring (an emphasis on trying new physical activities and healthy foods). 
All classroom and home components are available in paper format and online.  
Classroom. Classroom components are designed to support teachers to encourage and 
model healthy eating and physical activity habits in the classroom. They are also designed to 
promote communication between ECE providers and parents and prompt continued learning and 
practice of habits at home. Classroom components include a Unit Poster and Activity Cue Cards. 
Unit Posters are displayed in the classroom for the duration of each unit and serve as a visual 
reminder of the unit goals and prompt to complete and track classroom activities. The Activity 
Cue Cards provide 16 classroom activities (eight nutrition, eight physical activity) to teach 
children the knowledge and skills needed to attain the unit goals. To encourage use, activities 
were designed to align with curriculum standards and, where appropriate, reference specific 
standards.  
Home. Home components are designed to help parents reinforce the healthy habits and 
topics introduced in the classroom. Home components include a Healthy We Family Guide, Our 
Turn Cards, and an Activity Tracker. The Family Guide uses a magazine format to introduce unit 
goals, present the benefits of healthier behaviors, and provide suggestions about what parents can 
do at home with their children to establish healthy habits and fulfill their Fit Family Promise. 
Content of the magazine was informed by the Social Cognitive Theory and incorporated themes 
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from formative work with parents.148 For each of the unit goals, the magazine presents a detailed 
description of the desired target behavior, benefits of the behavior, strategies for changing 
behavior, and tips for overcoming common barriers. The magazine also offers at-home versions 
of the classroom activities. When activities are done in the classroom, Our Turn Cards are sent 
home to prompt parents to do the corresponding at-home version of the activity. The Activity 
Tracker can be used to track activities completed at home and is designed to be posted as a visual 
prompt. 
Celebration event  
The objectives of the celebration event are to (1) model healthy and fun parties, (2) honor 
progress toward healthy habits, and (3) enjoy time with families. As part of the celebration event, 
centers are required to promote the event to parents via newsletter article, e-mail, or flyer, 
display a certificate of completion, have teachers wear Healthy We buttons, post pictures of work 
completed during the program, have children perform the HMHW song, and award children 
Healthy We ribbons. 
Implementation strategy 
HMHW is a multilevel intervention that requires multiple levels of implementation 
support. To deliver the ECE center-based portion of HMHW, ECE providers received 
implementation support from the research team. The research team developed and delivered 
educational manuals, delivered intervention materials and supporting resources for classroom 
activities, provided two interactive educational meetings, offered centralized technical assistance 
at three points throughout the intervention, and reviewed process evaluation information about 
implementation efforts in an ongoing manner (Table 2).24 In turn, ECE providers were expected 
to provide implementation support to parents for the home-based portion of HMHW. ECE 
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providers provided intervention materials, prompted participation at home, and invited parents to 
participate in events at the ECE center (Table 2). 
Determinant and evaluation frameworks 
Aims 1 and 3 
The RE-AIM32 framework (reach, effectiveness, adoption, implementation, 
maintenance), one of the most frequently used planning and evaluation frameworks for 
community settings,33 guided evaluation efforts of HMHW. Reach is an individual-level measure 
to identify the absolute number and proportion of individuals willing to participate in a specific 
innovation and how well they represent the targeted population. Efficacy or Effectiveness is 
another individual-level measure that describes the impact of an innovation, both positive and 
negative, including physiological, behavioral, and economic outcomes. Adoption is an 
organizational-level measure to identify the absolute number and proportion of settings and 
intervention agents willing to adopt an innovation and how representative they are of the targeted 
population. Implementation is an organizational-level measure of the extent to which the 
innovation is implemented as intended (i.e., fidelity). Maintenance may refer to organizational-
level measures of the extent to which an innovation is institutionalized over time or individual-
level measures of sustained effects of the innovation. A second framework by Proctor et al61 was 
used to select implementation outcomes (e.g., acceptability, appropriateness, feasibility) that can 
be used to evaluate implementation strategies. The RE-AIM dimensions in conjunction with 
implementation outcomes are critical for assessing the value of innovations and their potential 






Table 2. Discrete implementation strategies96 to support adoption and implementation of the HMHW intervention among ECE 
providers and parents of 3 – 4-year-old children 
Implementation 
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a resource binder and 
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Table 2 continued. Discrete implementation strategies96 to support adoption and implementation of the HMHW intervention among 
ECE providers and parents of 3 – 4-year-old children 
Implementation 









practice and discussion 
in live training sessions 
A variety of 
information 
delivery methods 
were used to cater 
to different learning 
styles 












A variety of 
methods to 











visited ECE centers to 
support implementation 
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Help finalize plans 
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materials for the 





and offer advice  
Prior to kick-off 
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Research team facilitated 
capturing and sharing of 
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worked to 
successfully 
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Table 2 continued. Discrete implementation strategies96 to support adoption and implementation of the HMHW intervention among 
ECE providers and parents of 3 – 4-year-old children 
Implementation 








Research team provided 
a resource box (e.g., bean 




for teachers to 
complete classroom 
activities 












Research team evaluated 
process evaluation data  
Identify deficits in 
and barriers to 
implementation that 
ECE providers are 
experiencing and 
work to remedy 

















Teachers distribute and 
explain family guides to 
parents in person 
Parents’ knowledge 





parents to practice 
targeted behaviors 
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Table 2 continued. Discrete implementation strategies96 to support adoption and implementation of the HMHW intervention 
among ECE providers and parents of 3 – 4-year-old children 
Implementation 





Remind families Teachers distribute Our 
Turn cards to parents in 
person 
Prompt families to 
do program 
activities at home 
Send home the 




At least 32 times: 
eight or more times 












Involve parents or 
other family 
members 
Directors and teachers 
invite parents to attend or 
otherwise support (e.g., 
sending food for tasting 
events) kick-off, 














During the 8-month 
intervention period  
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Aim 2 
Two frameworks – Epstein’s framework for school-family-community partnerships34 and 
the Consolidated Framework for Implementation Research (CFIR)35 – were used to structure 
exploration into determinants of engaging parents in the implementation of HMHW. Epstein’s 
framework for school-family-community partnerships offers six types of involvement and 
suggested practices to help educators foster and develop partnerships (i.e., engagement) between 
the school organization and families. The six types of involvement include parenting, 
communicating, volunteering, learning at home, decision making, and collaborating with 
community (Table 3). This framework provides practical guidance for educators aiming to 
develop more comprehensive partnership programs. It also helps researchers frame research 
questions and results in a way that will ultimately improve practice and thus has translational 
implications for the results generated.   
 













Helping all families establish home environments to support 
children as students 
Communicating 
Designing effective forms of school-to-home and home-to-
school communication about school programs and 
children’s progress 
Volunteering Recruiting and organizing parents to help and support 
Learning at home 
Providing families information and ideas about how to help 
students at home with homework and other curriculum-
related activities, decisions, and planning 
Decision making 
Including parents in school decisions and developing parent 
leaders and representatives 
Collaborating with 
community 
Identifying and integrating resources and services from the 
community to strengthen school programs, family practices, 
and student learning and development 
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CFIR is a meta-theory that consists of 38 constructs encapsulated in five domains.35 
Constructs within each domain were identified from existing theories and based on their 
association with effective implementation. The domains are classified as: characteristics of the 
intervention (e.g., evidence strength and quality, adaptability), the inner setting (e.g., culture, 
implementation climate), the outer setting (e.g., external policy and incentives), characteristics of 
individuals involved (e.g., self-efficacy, individual stage of change), and the implementation 
process (e.g., planning, executing). Although domains are hypothesized to interact in complex 
ways, the framework does not specify the mechanisms of interaction. Instead, this extensive 
framework is designed to be used in a manner most relevant to the research question at hand. The 
menu of constructs approach allows researchers to systematically and comprehensively think 
about implementation while simultaneously minimizing participant burden by selecting the most 
relevant constructs.156 The focus of this aim will be on the inner setting and process domains. 
The outer setting (i.e., external policies and incentives) is outside the scope of this project, and 
the cluster randomized control trial extensively evaluated the complexity and design quality and 
packaging of HMHW (i.e., characteristics of the intervention) as well as the knowledge and 
beliefs ECE providers and parents had about the intervention (i.e., characteristics of individuals). 
Study population and protocols 
Aim 1 
Data for Aim 1 were collected as part of the two-arm, cluster randomized control 
effectiveness trial for HMHW. Recruitment and data collection procedures have been previously 
described in detail.24 Briefly, a convenience sample of 92 ECE centers in central North Carolina 
was recruited over two waves from April to September in 2015 and 2016. A mix of rural and 
suburban counties were targeted. ECE centers were eligible for participation if they had at least 
one classroom dedicated to 3 – 4-year-olds, a quality rating of 3 – 5 stars or GS 110-106 status 
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(exempt from quality rating), provided lunch, and did not exclusively serve children with special 
needs. Potentially eligible ECE centers were identified through a publicly available database of 
licensed programs in the state that is maintained by the North Carolina Division of Child 
Development. Recruitment was a multi-phase process that first targeted center directors, 
followed by teachers and then parents. Invitations to participate in the research study were 
mailed and e-mailed to directors, and a member of the research team followed up with phone 
calls and in-person meetings with directors, teachers, and parents to review details of study 
participation, screen for eligibility, and obtain signed informed consent. 
Data collection occurred in two waves from July 2015 to June 2017. A series of measures 
including observation and self-report surveys were collected from directors, teachers, parents and 
children at baseline and after the 8-month intervention period. Process evaluation was collected 
throughout the intervention period among ECE centers randomized to the intervention group (n = 
48). Process evaluation efforts were developed based on the RE-AIM framework (described 
above) to assess reach, effectiveness, adoption, implementation fidelity, intervention fidelity, 
maintenance, and context.32,82,84 Process measures included self-report surveys, observations, and 
semi-structured interviews. Parents and ECE providers received cash incentives for completing 
and returning measures. All protocols were approved by the Institutional Review Board at the 
University of North Carolina at Chapel Hill.  
Aim 2 
This aim used a convergent, parallel mixed methods approach67 to conduct an in-depth, 
comparative case study among ECE centers that demonstrated low or high parent engagement 
with HMHW in Wave 2 of the cluster randomized control trial. The mixed methods approach 
allowed for triangulation of findings and elaboration on remarkable discrepancies between the 
low and high cases.67 The eligible sample for this study included the 29 ECE centers, ~120 
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providers, and ~300 parents randomized to the intervention group in the second of two waves of 
the HMHW trial. Participants completed the intervention during the 2016 – 2017 school year and 
represented a mix of suburban and rural settings in central North Carolina.  The Institutional 
Review Board at the University of North Carolina at Chapel Hill approved all study protocols.  
An extreme case purposeful sampling approach157 was used to identify and recruit 10 
centers that represented low and high levels of parent engagement with the HMHW intervention. 
A comprehensive, center-level measure of parent engagement was developed using process 
evaluation data from the cluster randomized control trial. Sources of data for this comprehensive 
measure included the research team, center directors, teachers, and parents. After parent 
engagement scores were generated, centers were ranked from lowest to highest. Centers 
representing the five lowest and five highest scores were contacted for interest in this study, with 
a goal of having at least three low engagement and three high engagement centers participate.158 
Recruitment occurred in July and August 2017. Directors were contacted via phone and e-mail, 
and once interest in the study was expressed, they facilitated connection with teachers and 
parents who participated in HMHW. In total, seven ECE centers, three representing low 
engagement and four representing high engagement, and 28 individuals, evenly split across 
groups, agreed to participate.  
Directors, teachers, and parents completed electronic surveys and a semi-structured 
phone interview in July and August 2017. Verbal consent was obtained over the phone with each 
participant prior to initiating data collection. In addition, prior to completing electronic surveys, 
participants received general information about the research study that stated completing the 
surveys indicated consent to participate. Participants completed demographic surveys and an 
assessment of the overall quality of relationships between families and the director/teachers. 
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Directors and teachers also completed an organizational characteristics survey. Semi-structured 
interviews were conducted by a single, experienced member of the research team and were audio 
recorded for later transcription. Interviews lasted approximately 60 minutes, range 45 – 75 
minutes. Participants received $30 compensation for time and effort to complete all measures. 
Aim 3 
This aim used a quasi-experimental design to evaluate the efficacy of an enhanced 
implementation strategy, compared to a historical control group, to increase parent engagement 
with HMHW. This convenience sample included ECE centers that participated in the second 
wave of the cluster randomized control effectiveness trial and represented a mix of rural and 
suburban areas in central North Carolina.24 The overarching eligibility criteria were previously 
described as part of Aim 1. The 29 ECE centers randomized to deliver HMHW during the 2016 – 
2017 school year were designated cohort 1 (i.e., standard implementation) and 22 ECE centers in 
the delayed intervention group were eligible to participate in cohort 2 (i.e., enhanced 
implementation) during the 2017 – 2018 school year.  
Upon completion of the main trial, ECE center directors eligible for cohort 2 were 
contacted via phone and e-mail about the opportunity to implement HMHW and participate in 
this follow-up study. All centers that expressed interest in delivering HMHW also agreed to 
participate in the study (n=13). ECE providers signed informed consent. Only parents who 
completed and returned an anonymous survey were considered to have consented to participate 
in this research study. The Institutional Review Board at the University of North Carolina at 
Chapel Hill approved the study protocol. 
Data collection occurred before, during, and after the 8-month intervention period and 
involved a series of observations, semi-structured interviews, and self-reported survey measures. 
Data collection for cohort 1-standard occurred during the 2016 – 2017 school year and data 
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collection for cohort 2-enhanced occurred during the 2017 – 2018 school year. Prior to the 
intervention period, trained and blinded data collectors completed observations to document 
evidence of policies pertaining to parent engagement around nutrition, physical activity, screen 
time, and outdoor play and learning. Observations and brief semi-structured interviews were 
conducted by the study’s interventionist at the technical assistance visits near the completion of 
Units 1 and 3. Upon entry to the study, all participants completed a demographic survey and 
center directors also provided demographic information about their ECE center. At the end of the 
intervention period, ECE providers and parents completed surveys about general program 
implementation.  
Cohort 2 completed additional surveys at the end of the intervention to assess (1) the 
acceptability, appropriateness, and feasibility (i.e., implementation outcomes61) of the enhanced 
implementation approach on partnership to promote healthier behaviors for children, and (2) 
overall quality of relationships between families and the director/teachers. ECE providers in 
cohort 2 also completed an organizational characteristics survey (at baseline), surveys about 
what strategies were used to adopt and initiate the intervention as well as strategies used to 
engage parents with the intervention (at the midpoint and completion of the intervention), and a 
semi-structured interview at the end of the intervention. Interviews were conducted over the 
telephone by four, trained members of the research team. Interviews were audio recorded for 
later transcription and lasted approximately 45 minutes, range 30 – 60 minutes. Participants in 
cohort 1had received compensation as part of the main trial. ECE providers in cohort 2 of this 
quasi-experimental study received $15 compensation for completing all study measures. Due to 
the anonymous nature of surveys, parents were not offered compensation. 
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Implementation strategies 
The standard implementation strategy employed by ECE providers in Wave 2 of the main 
trial (cohort 1) were previously described in detail in Table 2. This standard implementation 
approach included delivering intervention materials to parents, prompting them to participate, 
and inviting them to attend events at the center. The enhanced implementation strategy used by 
ECE providers in cohort 2 was developed based on results from Aims 1 and 2, leading to the 
incorporation of two additional strategies (Table 4). Activities aimed to promote two-way 
communication through obtaining and using family feedback about experiences with HMHW at 
home and identifying and collaboratively addressing barriers to participation. These included 
conversation starter cards to facilitate conversation about specific activities within the program 
as well as more general conversation about a child’s eating and physical activity habits. Halfway 
through the intervention, however, actually seeing parents face-to-face proved to be a common 
barrier. As a result, the conversation starter cards were converted to a format that could be sent to 
parents via various media (e.g., paper, social media, e-mail). 
The research team used the same strategies to support ECE providers in both groups 
(Table 2), but content of trainings and technical assistance for cohort 2 added more about 
communication with families. At each of the in-person trainings, the research team’s 
interventionist discussed tips for communicating with families (Behavior Change Technique 
(BCT)159 4.1: instruction on how to perform a behavior), demonstrated communication 
techniques (BCT 6.1: demonstration of the behavior), had ECE providers practice pitching the 
program (BCT 8.1: behavioral practice/rehearsal), and provided feedback on practice 
experiences. At the midpoint training, additional tips for creating strong partnerships were 
offered and individual goals were set (BCT 1.1: goal setting, behavior; BCT 1.4: action 
planning) to either work with families to identify and overcome barriers; invite families to 
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participate in program-related events at the center or send resources for activities; obtain and use 
feedback from families about HMHW, or; develop strategies to increase feedback on the 
implementation effort. As a result, trainings were 30 minutes longer each time – 3.5 hours at 
baseline and 2.5 hours at the midpoint. In resource binders, prompts were added to planning 
materials so that directors and teachers would plan how and when they would follow-up with 
families regarding their experience with HMHW. During the first technical assistance visit, the 
interventionist had centers set expectations and goals regarding program implementation and 
partnership with parents. Expectations and goals were followed up on during midpoint training 







Table 4. Additional implementation strategies96 selected for the enhanced implementation approach for ECE providers 
(actors) to use with parents of 3 – 4-year-old children (target) to support adoption and implementation of the HMHW 
intervention 
Implementation 





Enhanced implementation (also includes strategies from standard)  
Intervene with 
parents to enhance 
uptake and 
adherence 
Directors and teachers 
use conversation starter 
cards to initiate 
communication about 
classroom and home 
activities or general 
eating and physical 
activity behaviors, which 
may include providing 
encouragement, role 
modeling behaviors and 









healthier eating and 
physical activity  




to do a home 
activity 
 
At least 8 times: 
two or more times 




















Obtain and use 
parents' feedback 
Directors and teachers 
use follow-up 
conversation starter cards 
to initiate communication 
about experiences with 
home and classroom 
activities to evaluate 
what could be done 
differently in the delivery 
or support to deliver the 
intervention at home or 




solicit and act on 






behavior and goal) 
Initiate within 1 
week after 
prompting parents 
to do a home 
activity 
 
At least 8 times: 
two or more times 
during each of the 

























Process evaluation and implementation outcomes 
In Aims 1 and 3, process evaluation and implementation outcomes were collected to 
assess factors influencing implementation, the fidelity of implementation, and other indicators of 
external validity according to the RE-AIM framework. Details of all measures are provided 
below. 
Recruitment and attendance logs 
The research team tracked the flow of potentially eligible centers approached for 
participation and included reasons for exclusion if not randomized. After randomization, the 
research team tracked all baseline and midpoint training opportunities offered, the settings in 
which they were offered, and ECE providers’ attendance. 
Training evaluations 
After each baseline and midpoint training, directors and teachers completed a 13-item 
survey using a 5-point scale (i.e., strongly disagree to strongly agree) to rate agreement with 
statements about the quality of the training and the trainer. There were also open-ended questions 
regarding what participants liked best and how the training could be improved. The research 
team completed a checklist about the distribution of intervention materials and resources and 
documented reflections about the training session. Reflections focused on the engagement of 
participants, topics of interest or those missed due to time constraints, common themes expressed 






The research team’s interventionist conducted two observations at each center during the 
intervention period. Visits occurred near the end of Units 1 and 3. An observation checklist 
documented fidelity of materials delivered, visibility of the banner, display and use of posters in 
participating classrooms, and if a classroom activity was being delivered, the ability of teachers 
to deliver an activity, and interest of children in the activity. There was also space for notes to 
provide context about anything that may have affected how ECE providers implemented the 
program (e.g., insufficient space to display banner/poster or comments from providers). 
ECE provider surveys  
In Aim 1, ECE providers completed surveys at the end of the intervention regarding the 
acceptability and feasibility of HMHW. Directors completed a 28-item survey, and teachers 
completed a 52-item survey. All ECE providers rated the acceptability of individual intervention 
components (e.g., Please rate the following materials: activity cue cards) using a 3-point scale 
(i.e., works well as is to needs lots of improvement). They also rated the program as a whole 
(e.g., The Healthy Me, Healthy We program provided useful resources that helped teachers 
promote healthy eating) using a 5-point scale (i.e., strongly disagree to strongly agree). ECE 
providers used the same 5-point scale to evaluate the feasibility of HMHW to address targeted 
behaviors and beliefs to support healthier eating and active play for 3-4-year-old children (e.g., 
The program helped me communicate with families about the importance our center places on 
active play) .143 HMHW targeted more behaviors and beliefs specific to teachers and this 
contributed to the difference in the number of survey items for teachers and directors.  
In Aim 3, directors completed a 53-item survey, and teachers completed a 69-item at the 
end of the intervention. Only questions pertaining to parent engagement were retained from the 
surveys used in Aim 1 (two from the director survey and nine from the teacher survey). Six items 
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from the Aim 1 teacher survey were added to the director survey regarding the feasibility of 
HMHW to address targeted behaviors of interacting with parents about healthy eating or physical 
activity (4 items) and confidence communicating with parents (2 items). Other items, 
summarized in Table 5, were added to evaluate acceptability, appropriateness, and feasibility of 
HMHW to support partnership between ECE providers and parents,162 frequency of interactions 
between ECE providers and parents around healthy eating and/or physical activity,163 and parent 
interest and willingness to engage around healthy eating or physical activity content or activities. 
Parent survey  
In Aim 1, parents completed a 74-item survey at the end of the intervention regarding the 
implementation, acceptability, and feasibility of HMHW. Parents reported their exposure and 
enactment with intervention components (18 items) (e.g., Did you receive the Unit 1 Family 
Guide?). Parents rated the acceptability of individual intervention components (5 items) (e.g., My 
family enjoyed the Home Activities) using a 5-point scale (i.e., strongly disagree to strongly 
agree). They used the same 5-point scale to evaluate the feasibility of HMHW to address targeted 
behaviors and beliefs to support healthier eating and active play for 3-4-year-old children (50 
items) (e.g., The Healthy Me, Healthy We program helped me use praise and encouragement to 
support my child’s healthier food choices).143  
For Aim 3, only questions pertaining to program implementation or parent engagement 
were retained (18 items) from the survey used in Aim 1. One question was added to assess 
exposure to conversation starter cards. Other items added parallel those asked of ECE providers 











Directors, teachers, and parents  
Acceptability, appropriateness, 
and feasibility of HMHW to 
support partnership162 
7 
The Healthy Me Healthy 






Frequency of interactions 
between ECE providers and 
parents regarding healthy eating 
and/or physical activity163 
21 
Since September, how 
often have you met with 
parents to encourage them 
to try new foods or physical 
activities with their child? 
5-point scale: 
never, weekly 
Parent interest and willingness 
to engage around healthy eating 
or physical activity 
15 
I want my child care 
provider to give me 
information or resources for 






Directors and teachers 
Enactment with intervention 
materials 
2 
I read about half or more of 







Delivery of intervention 
materials 
15 
Did you send home Our 
Turn cards? 
3-point scale: 
yes, no, unsure 
 
Semi-structured interviews 
In Aims 1 and 3, the study interventionist briefly interviewed directors and teachers 
during technical assistance visits near the end of Units 1 and 3. Directors were asked about 
overall impressions, barriers, and strengths of the intervention, thoughts about kick-off and 
celebration events, and engagement of teachers, children, and parents. Teachers were asked 
about teaching the activities, barriers to doing HMHW, number of activities taught per week, 
distributing materials, and experience engaging children and families. As part of Aim 3, 
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additional focus was placed on quality of implementation, communication and partnership with 
parents (e.g. how and what of communication), and follow-up regarding goals and expectations. 
Fidelity 
 For Aim 1, a fidelity index was created to evaluate the adherence, competence,83 
exposure,84 and enactment82 of HMHW among ECE providers and parents. The index included 
35 items (Table 6) from measures described above, including the observations conducted by the 
research team and surveys from parents at the end of the intervention. Items evaluating ECE 
providers’ implementation of the program focused on attendance at training sessions, use of 
center (i.e., banner) and classroom (i.e., posters) materials, and teaching HMHW activities. Items 
evaluating parents’ implementation of the program focused on exposure to intervention material, 
prompts to participate at home, invitations to be involved with HMHW at the center, and their 






Table 6. Components of fidelity index to measure intervention and implementation fidelity of HMHW among ECE providers 
and parents 




Intervention fidelity of ECE providers (delivering intervention components) 
Attendance at training Director attended both training sessions Training attendance Exposure 0/1 
 
Proportion of classrooms in which teachers 
attended both training sessions 
Training attendance Exposure 0 – 1 
Center banner Present during first half of the program 




Moderately, very, or extremely visible 
during first half of the program 
Unit 1 observation 
checklist 
Competence 0/1 
 Present during second half of the program 




Moderately, very, or extremely visible 
during second half of the program 




Present during first half of program: 
proportion of all classrooms 
Unit 1 observation 
checklist 
Adherence 0 – 1 
 
Signed during first half of program: 
proportion of all classrooms 
Unit 1 observation 
checklist 
Competence 0 – 1 
 
Present during second half of program: 
proportion of all classrooms 
Unit 3 observation 
checklist 
Adherence 0 – 1 
 
Signed during second half of program: 
proportion of all classrooms 
Unit 3 observation 
checklist 
Competence 0 – 1 
Unit posters 
Unit 1 poster present: proportion of all 
classrooms 
Unit 1 observation 
checklist 
Adherence 0 – 1 
 
Unit 1 poster used to track completed 
activities: proportion of all classrooms 
Unit 1 observation 
checklist 











Unit 3 poster present: proportion of all 
classrooms 
Unit 3 observation 
checklist 
Adherence 0 – 1 
 
Unit 3 poster used to track completed 
activities: proportion of all classrooms 
Unit 3 observation 
checklist 
Competence 0 – 1 
Classroom activities 
Proportion of classrooms that completed at 
least 6 activities for Unit 1a 
Unit 1 observation 
checklist 
Adherence 0 – 1 
 Proportion of classrooms that completed at 
least 6 activities for Unit 3a 
Unit 3 observation 
checklist 
Adherence 0 – 1 
Implementation fidelity (implementation support provided to parents by ECE providers) 
Delivery of materials 
Proportion of parents who received the Unit 
1 Family Guide 
Parent survey Exposure 0 – 1 
 
Proportion of parents who received the Unit 
2 Family Guide 
Parent survey Exposure 0 – 1 
 
Proportion of parents who received the Unit 
3 Family Guide 
Parent survey Exposure 0 – 1 
 
Proportion of parents who received the Unit 
4 Family Guide 
Parent survey Exposure 0 – 1 
 
Proportion of parents who received the Unit 
1 Activity Tracker 
Parent survey Exposure 0 – 1 
 
Proportion of parents who received the Unit 
2 Activity Tracker 
Parent survey Exposure 0 – 1 
 
Proportion of parents who received the Unit 
3 Activity Tracker 
Parent survey Exposure 0 – 1 
 
Proportion of parents who received the Unit 
4 Activity Tracker 
Parent survey Exposure 0 – 1 
Prompts for 
participation at home 
Proportion of parents who received any Our 
Turn cards 











Proportion of parents who received at least 
25 Our Turn cards 
Parent survey Exposure 0 – 1 
Invitation for parents 
to participate 
Proportion of parents aware that a kick-off 
event was held 
Parent survey Competence 0 – 1 
 
Proportion of parents aware that a 
celebration event was held 
Parent survey Competence 0 – 1 
Intervention fidelity of parents (participating in or using intervention components) 
Parent participation 
Proportion of parents who understood the 
program adequately, well, or very well 
Parent survey Competence 0 – 1 
 Proportion of parents who understood their 
role in the program adequately, well, or very 
well 
Parent survey Competence 0 – 1 
 Proportion of parents who attended kick-off 
event  
Parent survey Adherence 0 – 1 
 Proportion of parents who attended 
celebration event  
Parent survey Adherence 0 – 1 
 Proportion of parents who read at least half 
of the Family Guides 
Parent survey Exposure 0 – 1 
 Proportion of parents who tried at least 25 
activities at home 
Parent survey Adherence 0 – 1 
 Proportion of parents who tried the Just Try 
It suggestions 
Parent survey Adherence 0 – 1 
a Observation visits occurred before the end of a unit, so achieving fidelity for teaching classroom activities was defined as having taught at least six activities (as 
opposed to the intended eight per unit
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Policies and practices pertaining to parent engagement with health promotion 
In Aims 2 and 3, data collectors, trained and blinded to randomization, completed the 
document review component of the Environment and Policy Assessment and Observation 
(EPAO) tool.164 Data collectors completed a document review examining center policies and 
structured practices specifically related to parent engagement around nutrition, physical activity, 
screen time, and outdoor play and learning. The EPAO has strong inter-observer agreement for 
document review, 79.29% (SD=7.43).164 
Quality of relationships between families and ECE providers 
In Aims 2 and 3, the quality of relationships between families and ECE providers was 
measured with the Family and Provider/Teacher Relationship Quality (FPTRQ) Measure.165 This 
measure is designed for use across different types of ECE settings with children birth to 5 years 
of age and captures the perspective of both parents and providers. In Aim 2, directors, teachers, 
and parents completed the full-length form.166 To reduce participant burden in Aim 3, teachers 
and parents completed the short-form.167 Both versions of the survey assess important elements 
of parent-provider relationships, such as attitudes of respect, commitment, and openness to 
change, as well as practices such as bi-directional communication, sensitivity, and flexibility.  
The 23-item director survey uses mostly yes/no response options to measure 
environmental features in five categories- welcoming, communication systems, culturally-
diverse materials, information about resources, and peer-to-peer parent activities. The teacher 
and parent surveys consist of 4-point scales with a variety of response options (e.g., never to very 
often; strongly disagree to strongly agree). Teacher and parent surveys measure nine subscales, 
that collapse into three broad constructs (knowledge, attitudes, and practices). Six of the 
subscales overlap between teacher and parent surveys (family-specific knowledge, respect, 
commitment, communication, responsiveness, collaboration). The long-form teacher survey has 
 
 43 
16 questions that assess multiple items within a question, while the short-form has 12 questions 
and fewer items assessed within each question. The long-form parent survey has 19 questions 
that assess multiple items within a question, while the short-form has 14 questions and fewer 
items assessed within each question. Through pilot studies, the FPTRQ measure has 
demonstrated good to excellent internal reliability (Cronbach’s alpha range: 0.63 – 0.97) and the 
larger field study provides a frame of reference for interpreting scores.166 The psychometric 
properties for the short-form have not yet been reported, but a four step-process was performed 
to identify and retain statistically and conceptually strong items.167 Scoring for each of the 
surveys was conducted according to the user manual.166  
Parent engagement 
For Aim 2, a comprehensive, center-level measure of parent engagement was developed 
to identify centers representing low and high parent engagement with HMHW. The measure was 
developed using items from previously described data sources from the cluster randomized 
control trial. Table 7 provides an overview of items and scoring. Sub-scale scores were generated 
for the EPAO document review (range: 0 – 12), director interviews (range: 0 – 15), teacher 
interview (range: 0 – 12), and interventionist (range: 11 – 55) by summing across all items. 
Individual items from the parent survey were averaged across all respondents prior to generating 
a summed score for the parent-scale (range: 0 – 45). All sub-scales were summed to create a final 







Table 7. Data sources and sample items contributing to parent engagement score (Aim 2) 




Center has documentation that nutrition or physical activity 
education was offered to parents in the form of parent 
workshops or meetings in the past year 
No (0), Yes (1) 
 5 
Center has a policy about offering families education on 
children’s physical activity at least two or more times per 
year 
3-point scale:  
topic not mentioned (0),  
topic is fully covered (2) 
Interviews with 
directors at technical 
assistance visits 
2 
Director provided comments that a strength of doing HMHW 
is that it connects to some element of the home 
No (0), Yes (1) 
 7 
Director expressed difficulty in communication between 
teachers and parents or parent participation 
3-point scale:  
A lot of difficulty (0),  
No difficulty (2) 
Interviews with 
teachers at technical 
assistance visits 
6 Teachers expressed difficulty executing HMHW 
3-point scale:  
A lot of difficulty (0),  
No difficulty (2) 
    
Parent surveys 11 
Exposure to intervention materials (e.g., received Unit 1 
activity tracker) 
3-point scale:  
No (0), Unsure (1),  
Yes (2) 
 2 Dose (e.g., How many home activities did you try?) 
6-point scale:  
Unsure (0), 25 or more (5) 
 5 Enactment: (e.g., I tried “Just Try It” suggestions) 
2-point scale:  
Disagree/neutral or no (0), 
Agree or yes (1) 
 2 Understanding of program and role 
5-point scale:  
Very poorly (0),  
Very well (4) 
Study Interventionist 11 Center had staff turnover during the intervention period 
5-point scale: 
High (1), None (5) 
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For Aim 3, the primary outcome of parent engagement was evaluated in two ways – a 
center-level indicator and parent-level indicator. Both indicators were created using items from 
previously described process evaluation and implementation outcome measures, including semi-
structured interviews at technical assistance visits (center-level measure) and parent surveys at 
the end of the intervention (parent-level). The center-level measure of parent engagement was 
based on collective interview responses from directors (9 items) and teachers (6 items). 
Questions included in this measure focused on implementation of the intervention in the 
classroom that could influence parent involvement (e.g., difficulty doing classroom activities; 
methods for distributing materials to parents; difficulty communicating with parents about the 
intervention) and ECE providers’ perceptions of family participation at home (e.g., evidence of 
children doing activities at home; receiving feedback from families about the intervention). A 
total score (range 0-27) was generated through a systematic scoring process that applied two- 
(e.g., yes/no) or three-point (e.g., no/some/a lot of difficulty) responses for each item. To 
enhance rigor, two members of the research team individually coded responses and met to 
resolve discrepancies and determine final scores.  
The parent-level measure of parent engagement was based on a self-reported survey (21 
items) regarding receipt of intervention materials, participation in kick-off and celebration 
events, understanding of the intervention, and use of materials and participation at home. 
Individual parent scores (range 0-45) were generated using two- (e.g., disagree/neutral or agree), 
three- (e.g., yes/no/unsure), or five-point (e.g., Likert) scales for each item. To corroborate this 
measure, parents in the enhanced implementation group completed the short form of the Family 




In Aims 2 and 3, a modified version of the Early Childhood Organizational Readiness 
Survey was used to evaluate attributes of organizational readiness to change. The survey is based 
on the conceptual framework for organizational readiness to implement nutrition and physical 
activity programs in the ECE setting.168 Five-point scales are used to rate agreement (i.e., 
strongly disagree to strongly agree) with statements assessing constructs such as structural and 
external factors (e.g., staffing, professional growth and training), staff attributes (e.g., perceived 
stress, autonomy), and other psychological factors (e.g., pressure for change from parents). 
While this instrument does not currently have published psychometric properties, it was 
developed for and tested with ECE providers.169 The original director survey had 92 items and 
the teacher survey had 50 items. Items specific to breastfeeding, space and equipment, and the 
training/intervention for which this tool was originally designed were removed. The resulting, 
modified versions contained 54 items for directors and 44 items for teachers (Appendix 1). After 
reverse scoring specified variables, scores for each scale within the surveys were obtained by 
summing responses for respective constructs, dividing the sum by the number of items included 
in the construct, and then summing all scales. Higher scores indicate higher readiness and should 
be interpreted by considering scores for the director and all teachers at a center.  
Identification of center-level implementation strategies 
 In Aim 3, use of implementation strategies within ECE centers to adopt and implement 
HMHW was explored using a survey based on the Expert Recommendations for Implementing 
Change compilation of implementation strategies.99 The survey (Appendix 2) was created by 
operationalizing specific implementation strategies in a manner relevant to the ECE setting and 
HMHW. Experts in implementation strategies and the ECE setting reviewed the instrument for 
face validity. Yes/no questions assessed the presence or absence of implementation strategies. 
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Examples of implementation strategies assessed include organizing implementation team 
meetings, obtaining and using family feedback, and identifying and preparing champions. 
Directors and teachers completed surveys halfway through the intervention (50 items each) and 
again at its completion (41 items for directors, 39 items for teachers). Items/strategies regarding 
initiation of HMHW were only asked on the first survey, hence fewer items on the survey at 
completion of the intervention. 
Semi-structured interviews 
Semi-structured interviews were conducted for each aim to assess satisfaction with and 
challenges of implementing HMHW (Aim 1); gain a deeper understanding of barriers, 
facilitators, and strategies ECE centers use to engage parents, both generally and specific to 
HMHW (Aim 2), and; explore adaptations to prescribed implementation strategies for the 
enhanced implementation approach (Aim 3). Interviews for Aim 1 were completed in person and 
interviews for Aims 2 and 3 were conducted over the phone. Interviews began with an 
explanation of the purpose of the interview, ground rules, expectations, and verbal consent for 
participation was obtained before moving forward with the interview. All interviews were audio 
recorded using a digital recorder, and field notes were taken during the interviews.  
Aim 1 
Separate interview guides were developed for directors and teachers (Appendix 3) to 
investigate the acceptability and feasibility of HMHW. Open-ended questions inquired about 
intervention materials (e.g., posters, classroom activities); integrating HMHW into normal 
classroom activities; challenges with HMHW; usefulness of training and check-ins; the impact of 
HMHW on personal diet and physical activity habits; suggestions for improving HMHW; the 
impact of HMHW on communication with parents; appropriateness for target age group; and 




 Separate but similar interview guides were developed for directors, teachers, and parents 
to examine barriers, facilitators, and strategies ECE centers use to engage parents (Appendix 4). 
Director interview guides focused on the inner setting and process domains of the CFIR and 
were developed using the associated interview guide tool from the CFIR website.170 Parent 
interview guides were designed to explore the six elements of Epstein’s framework for a 
comprehensive approach of involvement for family and provider partnerships.34 Teacher 
interview guides were a hybrid of director and parent interview guides. In addition, all 
participants were prompted to provide suggestions for how interactions between providers and 
parents could be improved as well as feedback regarding the acceptability and appropriateness of 
potential implementation strategies for increasing parent engagement with HMHW. Interview 
guides were pilot tested with a representative of each group and modified accordingly prior to 
implementation. 
Aim 3  
Interviews were conducted with directors and teachers. An interview guide was created 
based on results of the survey assessing use of center-level implementation strategies completed 
halfway through the HMHW intervention (Appendix 5). Strategies relevant to engaging parents 
in implementation efforts, as well as strategies that exhibited low or high response rates were 
targeted for this interview. Open-ended questions explored overall experience with HMHW; 
adaptations in implementation of the intervention; barriers and facilitators of implementing 





Demographic information was collected as part of each aim. Directors, teachers, and 
parents completed surveys to provide information about age, race, ethnicity, gender, and 
education. Parents also reported their marital status, and in Aims 1 and 2 they provided 
household income. Directors and teachers also indicated their position, length of time in current 
position, and length of time at ECE center. In addition, directors provided information about the 
center, including the center’s current star rating; accreditation by the National Association for the 
Education of Young Children; weekly enrollment fees; acceptance of child care subsidies; 
participation in the federally-funded Child and Adult Care Food Program; number of children 
attending the center; and utilization of healthy living curricula. 
Analysis 
Aim 1 
Descriptive statistics, including frequencies, means, and standard deviations, were 
calculated to describe the demographic characteristics of the sample. Evaluation of 
implementation support provided by the research team is presented using frequencies. To 
measure the fidelity of implementation among ECE providers and parents, a composite score was 
generated for each center using the 35-item index. Each item was scored either ‘0’ to indicate it 
did not meet fidelity criteria or ‘1’ to indicate implementation as intended. Since multiple 
classrooms and parents participated in HMHW at each center, a single center-level score was 
created for each item by averaging all responses. Scores for all 35 items were summed to create 
the fidelity index score, with a maximum score of 35. Descriptive statistics were calculated to 
report fidelity. Due to a lack of variation, responses for acceptability outcomes were collapsed to 
represent general disagreement (strongly disagree or disagree), neutrality (neither agree nor 
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disagree), and agreement (agree or strongly agree) and reported as frequencies. All analyses were 
performed in SAS version 9.4 (Cary, North Carolina). 
Rapid qualitative analysis methods were used to convert qualitative data from interviews 
to a quantitative measure.171 These methods produce similar results to traditional qualitative 
analysis methods, reduce the amount of time needed for analysis and can be useful for large 
amounts of data.172 Prior to data transfer from audio file to transcript, a template was created to 
streamline documentation of interview content. Interview questions guided the development of 
the coding template to focus on elements related to evaluating adherence and quality of 
implementation and barriers and facilitators of implementation. After all interviews had been 
transferred to the coding template, data were reduced to an excel document that allowed for 
quick analysis about the absence or presence of items of interest across all participants.  
Aim 2 
A convergent parallel (QUAN + QUAL) mixed methods approach was used to 
independently, concurrently analyze quantitative and qualitative data prior to merging for 
identification and interpretation of overlapping and contrasting content areas among the low and 
high parent engagement groups.66,67 Quantitative and qualitative data were given equal weight 
for the primary purpose of exploration and to identify overlapping content areas between the data 
sources.66  
Quantitative data analysis 
Demographic characteristics, organizational characteristics, and the measure for family-
provider relationship quality were summarized with descriptive statistics, including frequencies 
for categorical data and means and standard deviations for continuous data. Pearson correlations 
were conducted to evaluate the relationship between parent engagement scores and FPTRQ 
measures. Analyses were performed in SAS version 9.4 (SAS Institute, Inc., Cary, NC).  
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Qualitative data analysis 
Audio records of interviews were transcribed by members of the research team, and 
transcripts were reviewed for accuracy and to remove identifying information. Thematic analysis 
was conducted through iterative cycles of applying deductively and inductively derived codes 
using MAXQDA Analytics Pro – Student (VERBI Software, 2016, Berlin: Germany).173 An 
initial coding framework was created based on constructs from the CFIR and Epstein framework 
used to develop interview guides. To enhance rigor, two members of the research team 
independently coded each transcript and met regularly to review consistency and accuracy of 
applying codes as well as to reconcile discrepancies. During this time, the coding framework was 
revised to add or modify existing codes to capture newly identified, relevant themes or better 
capture pre-specified constructs, respectively.173 Survey data results were imported to MAXQDA 
Analytics Pro – Student and merged with interview data. To facilitate organization and 
interpretation of data across cases, matrices of survey and thematic data were generated based 
upon parent engagement group (i.e., low or high).70  
Aim 3 
Primary outcome  
The primary outcome of parent engagement was evaluated in two ways – a center-level 
indicator and parent-level indicator. This study had a limited number of potential participants – 
29 ECE centers in the control group and up to 23 centers in the intervention group. Based on 
previous experience in recruiting delayed intervention centers from Wave 1 of the main trial, we 
anticipated 65% of centers (~15) would agree to participate in the enhanced implementation 
group. An a priori analysis based on the projected sample size and a two-sided test of 
significance at alpha = 0.05 indicated we would have 80% power to detect a standardized mean 
difference of 0.91 in parent engagement between centers in the standard implementation and 
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enhanced implementation groups. A post-hoc power calculation based on the actual sample size, 
effect size, and two-sided test of significance at alpha = 0.05 indicated 7.5% power to detect an 
effect.   
Differences between groups for the center-level indicator of parent engagement were 
evaluated with a linear regression model that included covariates for policies regarding parent 
engagement with health promotion (identified a priori) and to control for differences between 
groups regarding the mean number of years providers had worked at ECE centers. Differences 
between groups for the parent-level indicator of parent engagement were evaluated with a mixed 
effect model that included a random intercept to account for clustering of parents within ECE 
centers and covariates to adjust for trending differences between groups, including sex, race and 
ethnicity, education, and marital status. Effect sizes were estimated with Cohen’s d.174 Statistical 
significance was set at p < 0.025 (for two primary outcomes) and all statistical analyses were 
performed in SAS version 9.4 (SAS Institute, Inc., Cary, NC). Missing data were minimal and a 
result of teachers transitioning classrooms or leaving the center during the intervention (n=5), 
other missing data for individual survey items appeared to be missing at random. Available data 
were assessed for normality by reviewing fit diagnostics, namely residual plots, when modeling 
parent engagement scores with demographic characteristics. No transformations were needed.    
Demographics and secondary outcomes  
Demographic characteristics, implementation outcomes, organizational characteristics, 
and the FPTRQ measure were summarized with descriptive statistics, including frequencies for 
categorical data and means and standard deviations for continuous data. Due to the non-
randomized nature of this study, groups were evaluated for differences in demographic 
characteristics. Chi-square tests and Fisher’s exact tests were used to determine if there was a 
significant difference in frequencies observed between groups. Two-sample t-tests and Wilcoxon 
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rank tests were used to evaluate differences for continuous data. In addition, chi-square tests and 
Fisher’s exact tests were used to examine the relation between caregiver group (i.e., ECE 
providers or parents) and indicators of acceptability, appropriateness, and feasibility. Pearson 
correlations were conducted to evaluate the relationship between the FPTRQ measures and 




CHAPTER 4: EVALUATION OF FIDELITY AND CONTEXTUAL FACTORS 
INFLUENCING IMPLEMENTATION OF HEALTHY ME, HEALTHY WE  
Overview 
The Healthy Me, Healthy We (HMHW) program was designed to promote healthy eating 
and physical activity behaviors for 3 – 4-year-old children attending early care and education 
(ECE) centers. However, preliminary analyses indicated no effect on improving children’s diet 
quality or increasing minutes of non-sedentary physical activity. The purpose of this study was to 
examine process evaluation data to determine the fidelity with which HMHW was implemented 
and identify factors that may have influenced implementation efforts. 
Data were collected as part of a hybrid type I cluster randomized control trial in which 92 
ECE centers participated in evaluation efforts. This convenience sample included a mix of rural 
and suburban counties in central North Carolina. Process evaluation data collection occurred in 
two waves from August 2015 to June 2017 among the 48 ECE centers randomized to the 
intervention group. Implementation support provided by the research team, fidelity of ECE 
providers and parents, as well as factors influencing fidelity were measured using attendance 
logs, self-report surveys, observation checklists, field notes, and semi-structured interviews. A 
fidelity index was created to assess the fidelity of ECE providers and parents. Descriptive 
statistics (i.e., frequencies, means, standard deviations, medians) were calculated to report all 
outcomes. 
 The research team provided implementation support to ECE centers as intended; 
however, the fidelity with which the HMHW program was implemented by ECE providers and 
parents was low (mean 17.4 out of 35). ECE providers generally had positive views of the 
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HMHW program (88%) and thought the individual components worked well (80 – 93%). 
However, only 50% reported positive experiences with parents about HMHW. Lack of parent 
engagement and the ECE curriculum were the two most frequently cited barriers for 
implementing HMHW.  
These findings suggest the lack of an observable effect on children’s diet quality or 
minutes of non-sedentary physical activity may be a result of inadequate implementation at 
multiple levels of the program. The overall low fidelity of implementation and decreasing 
fidelity at subsequent levels of intervention observed in this study could have greater 
implications for understanding the lack of effect often seen for other health promotion 
innovations in the ECE setting. Findings demonstrate a need for different or additional strategies 
that support implementation of multilevel interventions, particularly within the context of the 
ECE setting. This has important implications for future selection and design of appropriate 
implementation strategies for each level of intervention. Findings also highlight the importance 
of incorporating multiple measures and sources for evaluating fidelity, which includes a need for 
more objective measures of fidelity as well as systematic documentation of adaptations of 
innovation components and implementation strategies.    
Background 
Dietary and physical activity behaviors during early childhood (i.e., the first six years of 
life) are critical for children’s social, emotional, cognitive, and physical growth and 
development.37,38 In addition, preferences and behaviors established during this period track into 
adolescence and adulthood40–42 and influence future risk for chronic diseases, such as cancer and 
type 2 diabetes.39 However, many young children do not meet recommendations for a healthy 
diet or amounts of physical activity,7,43,44 leading national and international organizations to 
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prioritize policies to support healthy lifestyle behaviors in the settings in which children live, 
learn, and play.48,51 
Approximately one-third of children under the age of six in the United States regularly 
attend early care and education (ECE) centers, with the average child spending about 30 hours 
per week in care.52 As such, the ECE setting has been recognized for its potential for widespread 
public health impact.1 Research regarding ECE policies, programs, and practices (i.e., 
innovations) to promote healthy eating and physical activity behaviors is rapidly growing.1,2 
Innovations often target multiple levels of influence – the child, caregivers, interactions between 
children and caregivers, ECE environments, and/or overarching policies or regulations – and 
therefore can be quite complex to implement and evaluate.3 This has implications for the utility 
and impact of innovations on a larger scale and may explain why ECE centers have either been 
slow to adopt innovations or inconsistent in implementing them.4–9,56–59  
In order to achieve public health impact through ECE centers, innovations need to be 
consistently and adequately implemented.15 Results for the efficacy or effectiveness of various 
innovations on children’s eating or physical activity behaviors in ECE centers have been mixed.3 
To better understand the success, or failure, of an innovation, it is imperative to evaluate whether 
or to what degree an innovation was implemented as intended (i.e., fidelity) and the surrounding 
context within which change did or did not occur.78,79 Fidelity can be conceptualized and 
measured in three areas – adherence, competence, and exposure. Adherence measures the extent 
to which innovation components were delivered as prescribed, and competence measures the 




Additionally, it is increasingly important to distinguish intervention fidelity from 
implementation fidelity.85 Intervention fidelity focuses on the extent and quality with which the 
innovation components were delivered as planned.80 Implementation fidelity focuses on the 
extent to which the implementation strategy supporting uptake and use of an innovation was 
delivered as planned.86,87 Implementation strategies are the “methods or techniques used to 
enhance the adoption, implementation, and sustainability” of innovations.96 Measurement of the 
effects of implementation strategies (i.e., implementation outcomes) can serve as indicators of 
implementation processes and/or implementation success.61 In short, measures of fidelity and 
other implementation outcomes can help distinguish inadequate implementation (“Type III 
error”), a theoretical design flaw, or perhaps some combination.175 Process evaluation provides a 
rigorous approach to capture and evaluate each of these factors at multiple levels of 
implementation.26,65,78 In turn, results can inform decisions and modifications to improve design 
for future iterations and/or better facilitate implementation in real world settings.78 
Healthy Me, Healthy We (HMHW) is a program designed to promote healthy eating and 
physical activity behaviors for 3 – 4-year-old children attending ECE centers.143 The program 
targeted multiple levels of influence, including children, their parents and ECE providers. A type 
I hybrid, cluster randomized control trial65 was used to evaluate the effectiveness of the 8-month 
program and gather information about implementation.24 Preliminary analyses indicated no 
effect on the primary outcomes of improving children’s diet quality and increasing minutes of 
non-sedentary physical activity. Analyzing process evaluation data will enhance understanding 
about the fidelity and context of implementation at each level of implementation. (e.g., research 
team, ECE providers, and parents). Therefore, the purpose of this study was to examine process 
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evaluation data from the cluster randomized trial of HMHW to determine the fidelity with which 
HMHW was implemented and identify factors that may have influenced implementation efforts. 
Methods 
HMHW program 
A social marketing approach145,146 was used to guide the development of HMHW, and the 
planning process and formative work contributing to its design have been described at 
length.143,148 Delivered through ECE centers, HMHW included elements for use in both the 
classroom and at home. The program was designed to promote partnership between ECE 
providers and parents to positively influence children’s dietary and physical activity behaviors. 
Briefly, the intervention included the following components. To introduce and market the 
program, ECE centers received a HMHW banner to display throughout the year. In addition, 
classrooms were to hang the Healthy We Promise classroom poster and have children and/or 
families make a commitment to a “just try it” approach to healthy food and activity by signing 
the poster. ECE centers were expected to host two events that included parents – a kick-off at the 
beginning of the program and a celebration at the end. Centers were able to personalize the 
events, but the goals of each included raising awareness and creating excitement about the 
program. The HMHW program included four, 6-week units of branded, educational materials 
(e.g., Family Guides, Activity Trackers) and interactive activities for use in the classroom and at 
home. Teachers were expected to teach at least eight activities each unit, hang a poster for each 
unit to reinforce unit goals, and track the number of activities completed. In turn, parents had 
resource guides and activity trackers in magazine format (i.e., Family Guides) that introduced 
unit goals, presented the benefits of healthier behaviors, provided suggestions for what to do at 
home with their child to establish healthy habits, and home activities that built upon classroom 
activities. During each unit, parents were expected to complete eight activities at home with their 
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child. Activities and program content were designed to address behaviors and behavioral 
determinants of supporting healthy eating and physical activity for children that had been 
identified through literature reviews and formative research.143,148  
Two levels of implementation support were required for HMHW. The research team 
supported ECE providers in using components of HMHW at the center and getting parents 
involved with the program. In turn, ECE providers supported parents in using components of 
HMHW at home. Specific implementation strategies were selected for each level of 
implementation support (see Table 2, Chapter 3). To support ECE providers in adopting and 
implementing HMHW at the center, the research team developed and delivered educational 
resource binders, provided resources for classroom activities, offered two interactive educational 
meetings, and provided centralized technical assistance at three points throughout the 
intervention – before the kick-off event and near completion of units 1 and 3 (end of months 2 
and 6 of the program).24 The research team also reviewed process evaluation data at the end of 
each unit to identify and address deficits and barriers to implementation that ECE providers 
experienced. To support parents in adopting and implementing HMHW at home, ECE providers 
delivered intervention materials (i.e., Family Guides and Activity Trackers), prompted 
participation at home (i.e., Our Turn cards), and invited parents to participate in the kick-off and 
celebration events (via preferred communication channels).  
Study population and recruitment 
Data for this study were collected as part of the cluster randomized control trial 
evaluating HMHW compared to a delayed control (Clinical Trials ID: NCT02330354).24 A 
convenience sample of 92 ECE centers in central North Carolina, representing a mix of rural and 
suburban counties, was recruited over two waves from April to September in 2015 and 2016. 
Recruitment and eligibility protocols have been published in detail elsewhere.24 Briefly, 
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potentially eligible ECE centers were identified through a publicly available database of licensed 
ECE programs in the state. Recruitment was a multi-phase process involving mail, e-mail, phone 
calls, and in-person contacts that first targeted center directors and then continued with teachers 
and parents. ECE centers were eligible for participation if they had: at least one classroom 
dedicated to 3 – 4-year-olds, a quality rating of 3 – 5 stars or were exempt from quality rating, 
provided lunch, did not limit service to children with special needs, and had teachers and parents 
willing to participate in the evaluation of HMHW. All adult participants signed informed consent 
for participation; parents consented on behalf of their child. The Institutional Review Board at 
the University of North Carolina at Chapel Hill approved all study protocols. 
Measures and data collection procedures 
Data collection occurred in two waves from August 2015 to June 2017. Process 
evaluation was collected throughout the 8-month intervention period among ECE centers 
randomized to the intervention group (n = 48). Measures were also collected at the end of the 
program. Implementation support provided by the research team, fidelity of ECE providers and 
parents, as well as factors influencing fidelity were measured using attendance logs, self-report 
surveys, observation checklists, field notes, and semi-structured interviews.   
Implementation support provided by the research team 
Several measures were used to document the implementation support that the research 
team provided for ECE providers. Checklists were completed by the research team to record 
delivery of intervention materials and activity resources for each of the four units. After each 
baseline and midpoint training, directors and teachers completed a 13-item survey using a 5-
point Likert scale (i.e., strongly disagree to strongly agree) to rate agreement with statements 
about the quality of the training (e.g., Adequate time was provided for questions and discussion) 
and the trainer (e.g., The presenter met all learning objectives). In addition, after each training, a 
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member of the research team made notes about the engagement of participants, topics that were 
missed due to time constraints, common themes expressed by ECE providers regarding 
implementation of HMHW, and other general thoughts about training sessions.  
Fidelity of ECE providers and parents 
A fidelity index was created from process evaluation data to assess the adherence, 
competence, and exposure with which ECE providers delivered the intervention components at 
the ECE center (i.e., intervention fidelity of ECE providers); ECE providers provided 
implementation support to parents (i.e., implementation fidelity), and; parents used intervention 
components at home (i.e., intervention fidelity of parents). In total, the fidelity index included 35 
items (see Table 6, Chapter 3) that combined observations conducted by the research team 
throughout the intervention period and surveys from parents at the end of the intervention.  
Intervention fidelity of ECE providers. Items evaluating ECE providers’ fidelity to 
delivering intervention components of HMHW (16 items) focused on attendance at training 
sessions, visibility and use of center (i.e., banner) and classroom (i.e., posters) materials, and 
teaching HMHW activities. Attendance logs were used at baseline and midpoint trainings to 
track ECE providers’ exposure to training. The research team’s interventionist completed 
observation checklists during two technical assistance visits, near the completion of units 1 and 
3, to document visibility and use of intervention materials. Since observations were conducted 
before the end of a unit, fidelity for teaching classroom activities was defined as having taught at 
least six, not eight, activities.  
Implementation fidelity and intervention fidelity of parents. Items evaluating the fidelity 
of implementation support parents received from ECE providers included exposure to 
intervention material, prompts to participate at home, and invitations for involvement with 
HMHW at the center. Lastly, parents’ fidelity of engaging with HMHW intervention components 
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was evaluated by use of intervention materials at home and interaction with events at the center. 
Parents completed a 19-item survey at the end of the intervention regarding receipt of 
intervention materials and to report their participation in activities.   
Factors influencing fidelity  
At the end of the intervention, directors, teachers, and parents completed surveys about 
the acceptability HMHW. Acceptability refers to satisfaction with the content, complexity, or 
delivery of specific intervention components and can be an important indicator of fidelity.61 The 
director survey included 16 items, the teacher survey included 19 items, and the parent survey 
included 4 items. ECE providers rated the acceptability of individual intervention components 
(e.g., Please rate the following materials: activity cue cards) using a 3-point scale (i.e., works 
well as is to needs lots of improvement) and parents used a 5-point scale (i.e. strongly disagree to 
strongly agree). ECE providers rated the program as a whole (e.g., The Healthy Me, Healthy We 
program provided useful resources that helped teachers promote healthy eating) using a 5-point 
scale (i.e., strongly disagree to strongly agree).  
Barriers and facilitators of program implementation were formally captured through 
semi-structured interviews with directors and teachers at the end of the intervention period. 
Trained members of the research team conducted interviews that assessed overall experiences 
with HMHW as well as specific experiences about integrating HMHW into normal classroom 
activities, challenges with HMHW, and the impact of the program on communication with 
parents. Interviews lasted approximately 30 minutes and were audio recorded for future 
transcription and analysis. 
Data analysis 
Descriptive statistics, including frequencies, means, and standard deviations, were 
calculated to describe the demographic characteristics of the sample. Evaluation of 
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implementation support provided by the research team is presented using frequencies. To 
measure the fidelity of implementation among ECE providers and parents, a composite score was 
generated for each center using the 35-item index. Each item was scored either ‘0’ to indicate it 
did not meet fidelity criteria or ‘1’ to indicate implementation as intended. Since multiple 
classrooms and parents participated in HMHW at each center, a single center-level score was 
created for each item by averaging all responses. Scores for all 35 items were summed to create 
the fidelity index score, with a maximum score of 35. Descriptive statistics were calculated to 
report fidelity. Due to a lack of variation, responses for acceptability outcomes were collapsed to 
represent general disagreement (strongly disagree or disagree), neutrality (neither agree nor 
disagree), and agreement (agree or strongly agree) and reported as frequencies. All analyses were 
performed in SAS version 9.4 (Cary, North Carolina). 
Rapid qualitative analysis methods were used to convert qualitative data from interviews 
to a quantitative measure.171 These methods produce similar results to traditional qualitative 
analysis methods, reduce the amount of time needed for analysis and can be useful for large 
amounts of data.172 Prior to data transfer from audio file to transcript, a template was created to 
streamline documentation of interview content. Interview questions guided the development of 
the coding template to focus on elements related to evaluating adherence and quality of 
implementation and barriers and facilitators of implementation. After all interviews had been 
transferred to the coding template, data were reduced to an excel document that allowed for 
quick analysis about the absence or presence of items of interest across all participants.  
Results 
Demographic characteristics of the 48 ECE centers randomized to deliver HMHW are 
summarized in Table 8. Nearly all of the ECE centers accepted child care subsidies (91%) and 
most participated in the Child and Adult Care Food Program (79%). Centers represented a 
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variety of programs including, prekindergarten, Head Start, faith-based, and military centers, and 
on average, enrolled anywhere between 28 and 218 children.  
Characteristics of the ECE providers (n=48 directors, n=141 teachers) and parents 
(n=446) are summarized in Table 9. Nearly all ECE providers were female (98%). The majority 
of ECE providers identified as either non-Hispanic black (45%) or non-Hispanic white (39%). 
About half of the directors (63%) had a bachelor’s or graduate degree, while only 39% of 
teachers reported having a bachelor’s or graduate degree. On average directors had worked at the 
ECE center for 9 years and teachers had worked for 5 years. A majority of parents (85%) were 
female and identified as either non-Hispanic black (46%) or non-Hispanic white (37%). Parents 
represented a range of annual household income and educational status, and about half of parents 
(52%) indicated they were either married or had a domestic partnership. 
Implementation support provided by the research team 
The research team mostly provided implementation support to ECE providers as 
intended. All program materials and activity resources for use at the center and at home were 
delivered. All centers participated in the two prescribed trainings. A total of 35 trainings were 
offered by the study interventionist over two waves of implementation. Trainings were offered in 
a variety of formats conducive to meet the needs of ECE providers and included Saturday group 
sessions (6), evening group sessions (5), evening sessions with individual centers (8), naptime 
sessions with individual centers (7), and makeup sessions with one or two individuals at a time to 
respond to staff turnover (9). ECE providers rated each training session highly, mean scores 4.8 – 
5 on a 5-point scale. They also consistently agreed or strongly agreed (mean scores 4.7 – 5 on a 
5-point scale) the presenter met all learning objectives at each training, questions were answered 
accurately and clearly, the information was useful, they understood how HMHW was designed 
to work, and that they felt confident to implement specific practices and elements of HMHW. 
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The interventionist consistently noted participants had high levels of engagement with content 
and activities during training sessions. The intended content and activities were usually delivered 
during training. However, depending on group dynamics, in some trainings a shortage of time 
resulted in having to either skip or condense opportunities to practice pitching the program to 
parents and teaching classroom activities (19%) or planning the next unit of activities or event 
(23%). All centers received the three planned technical assistance visits. The interventionist 
conducted 144 technical assistance visits that lasted 45 – 60 minutes each. 
Fidelity of ECE providers and parents 
The fidelity with which the HMHW program was implemented by ECE providers and 
parents was quite low (Table 10). The mean total score, 17.4 on a scale of 35, represents fidelity 
at ~50% of the intended level of implementation, and only one center had a fidelity score that 
represented 80% implementation. Although overall fidelity to implementation was low, upon 
further inspection of the sub-scales contributing to the total score, it is evident that fidelity 
decreased with each level of the intervention/implementation support. Mean scores were closest 
to the maximum (10.7 out of 16) for ECE providers delivering intervention components at the 
ECE center and lowest for ECE providers providing implementation support to parents (4 out of 
12). Most ECE providers attended both trainings and met targets for teaching activities, but 
teachers were less consistent in displaying and/or tracking activities on posters (mean 2.4 out of 
4). Scores for items regarding implementation support provided by ECE providers indicate many 
parents did not receive, or did not recall receiving, materials (mean 2.4 out of 4). In addition, 
parents very rarely received prompts to do activities at home (mean 0.4 out of 2) or recalled 
whether the center had events related to the program (mean 0.5 out of 2). Finally, when 
examining scores regarding parents’ use of HMHW intervention components at home or 
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participation center events, it is evident parents largely did not implement the home component 
of the program (mean 2.7 out of 7).   
Factors influencing implementation 
At the end of the intervention, ECE providers generally reported a positive experience 
(88%) with implementing HMHW at their center. A majority of directors agreed that the HMHW 
program provided useful resources that helped teachers promote healthy eating (91%) and active 
play (91%). Teachers concurred that the HMHW program provided useful activities (99%) and 
classroom materials (97%) to promote healthy eating. They also agreed the program provided 
ways to be active with children (99%) as well as strategies for creating open space in the 
classroom for children to be active (87%). In spite of competing priorities for class time, teachers 
felt the HMHW program helped them find time to promote healthy eating (83%) and active play 
(81%). Interestingly, ECE providers thought events and materials for use in the classroom were 
suitable for use as designed (86 – 93%) and that materials for use at home were suitable as 
designed (80 – 93%), but only half of parents (53%) felt the information in the Family Guides 
was useful or that activities were easy to do. A reasonable proportion of ECE providers (71%) 
thought the Our Turn cards, the intended prompt for parents to participate at home, worked well 
as designed, whereas only 30% of parents felt the Our Turn cards helped them remember to do 
activities at home.  
When ECE providers were asked during interviews at the end of the program about their 
experiences communicating with parents about HMHW, far fewer reported a positive experience 
(50%). In fact, approximately one-third of ECE providers said lack of parent engagement was a 
barrier to implementing the program. Other frequently cited barriers for implementing HMHW 
(Table 11) included lack of time due to demands of ECE curriculum (30%), staffing issues like 
turnover or rotating staff that are not familiar with the program (11%), and center policies 
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negatively influencing implementation (e.g., no outside food limited tasting activities) (10%). 
Facilitators were less frequently identified. Although viewed as a barrier by most, 8% of ECE 
providers thought ECE curriculum supported implementation of HMHW because activities 
integrated with existing requirements. 
Discussion 
A comprehensive assessment of process evaluation data suggests the lack of an 
observable effect on children’s diet quality or minutes of non-sedentary physical activity in the 
cluster randomized trial of HMHW may be a result of inadequate implementation at multiple 
levels of the program. Findings indicate the research team mostly provided implementation 
support as planned but that with each subsequent target of intervention delivery or support (i.e., 
ECE providers and then parents), fidelity decreased. Although ECE providers had tremendously 
positive comments about the program in general, particularly elements used in the classroom, 
they were less positive about their experiences communicating and interacting with parents about 
the program. In fact, parent engagement, along with demands of the ECE curriculum, was one of 
the most frequently named barriers to HMHW implementation.  
Available data suggest the research team provided the intended support to ECE providers 
for their implementation efforts; however, measures mostly focused on adherence (i.e., was it 
done) and exposure (i.e., dose) and less on quality (i.e., how well was it done). While some of 
the implementation strategies employed were quite straightforward (e.g., deliver materials and 
resources), others were more complex (e.g., training sessions and technical assistance visits). For 
example, trainings were offered in a variety of formats (group or individual, weeknight or 
weekend) to meet the needs of ECE centers. A member of the research team completed 
structured field notes for each training, and while there were not huge discrepancies in the 
content or flow of trainings, there could have been undocumented differences in the quality with 
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which the content was delivered, or received. Another point worth considering is that results 
indicate the research team needs to employ different or additional strategies with ECE providers.    
The low levels of fidelity observed among ECE providers and parents suggest greater 
emphasis needs to be placed on adequate implementation support for each level of HMHW. This 
includes selecting and clearly describing implementation strategies that meet the needs and 
address barriers of all stakeholders involved.96,176 For example, the Our Turn card was intended 
to serve as the primary prompt for parents to complete activities at home. While a majority of 
ECE providers thought the cards functioned well, many parents did not recall receiving them or 
did not think the card served as an adequate reminder to participate. This highlights an important 
discrepancy that resulted in a missed opportunity to support parents in adopting or implementing 
HMHW and that should be modified for future iterations. The intervention design process of 
HMHW, like many other health behavior programs in ECE,147 applied a systematic, multi-step 
method that incorporated stakeholder perspectives and theoretical and empirical evidence to 
build an implementation plan that focused on support the research team provided for ECE 
providers.143 However, it could be of benefit to apply this rigor of planning to designing all levels 
of implementation support (i.e., between ECE providers and parents).177 
Another important consideration is how each level of participants intentionally or 
unintentionally adapt innovation components or implementation strategies to better suit the 
context in which they are being used. Adaptations are inevitable, and a more methodical 
evaluation of what is adapted and how it is adapted could inform future intervention design, 
evaluation, and dissemination efforts.178 More structured documentation of the objectives and 
targeted behavior change techniques embedded within each level of intervention or 
implementation support as well as additional implementation strategies employed could provide 
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more detailed evidence about adaptations that positively or negatively influenced the quality of 
delivery.179,180 Incorporating ongoing assessment of fidelity at all levels of intervention and 
implementation support would enable monitoring and feedback about implementation efforts that 
capture adaptations and proactively identify ways to improve implementation of the 
program.16,181 Future efforts should identify appropriate and effective implementation strategies 
and adaptations at each level and phase of implementation,31,182 and this could be achieved by 
ongoing exploration to how ECE providers and parents successfully integrate innovations with 
existing routines, practices, and/or organizational structures. 
Perhaps unsurprisingly, fidelity was the ‘highest’ for delivering intervention components 
at the ECE centers. This could be for several reasons. One, the format of delivery for HMHW in 
the classroom (i.e., posters and activities) was something ECE providers felt very comfortable 
with, and results indicated they were less comfortable communicating with parents. Two, ECE 
providers received five hours of training plus ongoing technical assistance throughout the year. 
Training and technical assistance are known to be key implementation strategies for 
implementing innovations at ECE centers.110,150 While it is possible training and technical 
assistance for HMHW was adequate for a new program that integrates well with classroom 
structure and builds content (e.g., nutrition) upon existing skills (e.g., teaching), it is possible 
training did not adequately prepare ECE providers or address barriers to engage parents around 
health promotion. Other studies have similarly identified concerns or barriers for communication 
with parents about health promotion topics.28,29 ECE providers may benefit from professional 
development around specific health topics, like nutrition and physical activity, and 
communicating with parents (Luecking et al., under review). Of additional consideration is 
specifically designing intervention components and selecting implementation strategies that 
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support communication between ECE providers and parents, and more research is needed to 
identify what that could or should entail. 
Similar to other studies,183 notable barriers to program implementation included 
curriculum/time demands, staffing issues, and policies. These need to be considered and 
addressed in order to increase the likelihood of sustained use of HMHW or similar programs. 
Since it is unlikely ECE programs will unanimously experience barriers, some version of a 
checklist of frequently reported barriers may be of use to prioritize what needs to be addressed 
both prior to initiating new innovations and throughout the implementation period. However, one 
of the most pressing barriers to address is parent engagement. Involving parents in health 
promotion efforts at ECE is an effective strategy for supporting improvements in dietary and 
physical activity behaviors;17 yet, ECE providers in this study, and others, frequently comment 
that parent engagement is a barrier.19–21,183 Interestingly, parent measures of implementation 
support from ECE providers instead suggest either ECE providers did not offer prescribed 
support as frequently as intended and/or the selected implementation strategies were not 
adequate or appropriate for supporting parents to get involved with HMHW. More research is 
needed that includes input from both ECE providers and parents to better understand this 
disconnect, and different strategies will be needed to facilitate interactions between ECE 
providers and parents around healthy eating and physical activity.   
A key strength of this study was evaluation of implementation during this early phase of 
research. The critical examination of the implementation process and context helped clarify 
results from the effectiveness trial and has provided an opportunity for others to learn from this 
experience of implementing a complex, multicomponent program in a real world setting.26,78 
Similarly, another strength was the measure of fidelity at multiple levels of implementation.184 
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Evaluations of other multi-level health promotion innovations in ECE often focus on 
implementation support provided by the research team and less on implementation support at 
subsequent levels of intervention. This critical evaluation of fidelity of both intervention 
components and implementation support by ECE providers highlights the importance of 
evaluating fidelity at all levels of intervention. However, this study is not without limitations. 
Implementation is complex and should be evaluated as such. Fidelity was measured at the level 
of the center, but implementation was initiated within classrooms. Teachers and families within 
classrooms may have had different experiences within the same center, but process evaluation 
data were not able to be linked in this manner. While this study included a lot of process 
measures, having more objective measures of the implementation support delivered by the 
research team (i.e., during training and technical assistance) as well as more systematic 
documentation of adaptations in the program’s delivery could have provided detailed insight to 
how ECE providers and parents approached participation in the program. In addition, it could 
have been particularly insightful to have had interviews with parents at completion of the 
program to ask similar questions about their experience with the program.  
Conclusion 
In order to better understand success, or failure of an innovation, it is imperative to 
evaluate whether or to what degree an innovation was implemented as intended and the 
surrounding context within which change did or did not occur. Results suggest the lack of an 
observable effect of the HMHW program on children’s diet quality or minutes of non-sedentary 
physical activity was a result of inadequate implementation at multiple levels of the program. 
The overall low fidelity of implementation and decreasing fidelity at subsequent levels of 
intervention observed in this study could have greater implications for understanding the lack of 
effect often seen for other health promotion innovations in the ECE setting. Findings 
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demonstrate a need for different or additional strategies that support implementation of 
multilevel interventions, particularly within the context of the ECE setting. This includes 
responsive selection of strategies that not only address prioritized barriers but that also 
correspond with existing routines and structures. This has important implications for future 
selection and design of appropriate implementation strategies, and more emphasis should be 
placed on ensuring ECE providers are not only adequately prepared to deliver a new innovation 
in the center but to also provide implementation support to families so that they are able to be 
active participants. Findings also highlight the importance of incorporating multiple measures 
and sources for evaluating fidelity, which includes a need for more objective measures of fidelity 




Table 8. Characteristics of ECE centers randomized to implement HMHW (n=48) 
Criteria  
Accept child care subsidies, n (%) 42 (91) 
Participate in the Child and Adult Care 
Food Program, n (%) 
38 (79) 
Accredited by the National Association for 
the Education of Young Children, n (%) 
13 (28) 
Other program affiliations,a n (%)  
NC Pre-Kb or other prekindergarten 14 (29) 
Head Start and/or Early Head Start 7 (15) 
Faith-based 11 (23) 
Military center 2 (4) 
Use health promotion curricula, n (%) 13 (37) 
Total child enrollment, mean (range) 95 (28-218) 
Weekly enrollment fees ($), median (range) 154 (0-267) 
a Could select all that apply 





Table 9. Demographic characteristics of ECE directors, teachers, and parents randomized 








Sex, female, n (%) 46 (96) 140 (99) 368 (85) 
Age, years, mean (SD) 45 (11) 38 (11) 33 (8) 
Race, n (%)    
Black, non-Hispanic 19 (40)  67 (48) 205 (46) 
White, non-Hispanic 25 (52) 49 (35) 166 (37) 
Other race or ethnicitya  2 (4) 22 (16) 50 (11) 
Prefer not to answer 2 (4) 3 (2) 25 (6) 
Annual family household income, n (%)    
Under $30,000 3 (6) 61 (43) 144 (32) 
$30,000 - $59,999 21 (44) 63 (45) 127 (28) 
$60,000 or more 18 (38) 17 (12) 156 (35) 
Prefer not to answer 6 (13) -- 19 (4) 
Highest level of education completed, n (%)    
Some high school or less -- -- 19 (4) 
High school diploma/GED or some college 5 (10) 48 (34) 167 (37) 
Associate degree 15 (31) 39 (28) 53 (12) 
Bachelor’s degree 21 (44) 46 (33) 114 (26) 
Graduate degree 7 (15) 8 (6) 69 (15) 
Prefer not to answer -- -- 24 (5) 
Marital status, n (%)    
Married or domestic partnership 31 (65) 71 (51) 232 (52) 
Not married 17 (35) 69 (49) 190 (43) 
Prefer not to answer -- 1 (0.1) 24 (5) 
Years at center,b mean (SD) 9 (8) 5 (5)  
Years in position,b mean (SD) 9 (9) 9 (8)  
a Other race and ethnicity includes American Indian/Alaska Native, Asian, Hispanic or Latino, and more than one 
race 




Table 10. Fidelity to implementation of HMHW by ECE providers and parents (n = 48 
ECE centers) 
Component Mean ± SD Median Range 
Maximum 
Possible 
Intervention fidelity of ECE providers (delivering intervention components) 
Training 1.8 ± 0.4 2.0 0.5 – 2 2 
Center banner 2.3 ± 1.8 2.5 0 – 4 4 
Promise poster 2.6 ± 1.3 3.0 0 – 4  4 
Unit posters 2.4 ± 1.3 2.8 0 – 4  4 
Classroom activities 1.6 ± 0.4 2.0 0.3 – 2  2 
Total sub-score 10.7 ± 3.3 10.9 3 – 16  16 
Implementation fidelity (implementation support provided to parents by ECE providers) 
Delivery of materials 3.1 ± 1.6 3.1 0.3 – 7.5 8 
Prompts for participation 0.4 ± 0.4 0.3 0 – 1.1 2 
Invitation for parent 
participation 
0.5 ± 0.4 0.5 0 – 1.8 2 
Total sub-score 4.0 ± 2.0 4.1 0.7 – 10.4 12 
Intervention fidelity of parents (participating in or using intervention components) 
Parent participation 2.7 ± 0.6 2.7 1.8 – 4.8  7 






Table 11. Barriers and facilitators of implementing HMHW experienced by ECE providers 
(n = 133) 
Barriers to implementing HMHW 
ECE curriculum 30% 
Lack of parent engagement 29% 
Staffing (turnover, assistants not trained in 
program) 
11% 
Center policies restricting: outside food,  
   computer access, wall hangings 
10% 
Similar or competing programs 5% 
Access to food for tasting activities 5% 
Lack of wall space for visuals 4% 
Regulations: state requirements for training  
   or licensing 
4% 
Sharing resource box among classrooms 3% 
Lack of access to computer to access 
online materials 
2% 
Language barrier with parents 2% 
Facilitators of implementing HMHW 
ECE curriculum 8% 
Center policies: home visits part of Head      
   Start, communication through app 
4% 
Regulations: Child Adult Care Food  
   Program participation 
2% 
Garden at center to provide vegetables for  






CHAPTER 5: NAVIGATING CHALLENGES OF PARENT ENGAEMENT WITH 
HEALTH PROMOTION EFFORTS: A MIXED METHODS APPROACH TO 
IDENTIFYING BARRIERS AND FACILITATORS IN CHILD CARE SETTINGS 
Overview 
Synergy between child care providers and parents is essential for supporting the 
development of healthy behaviors in early childhood, but parent engagement is frequently cited 
as a barrier. The purpose of this study was to characterize barriers and facilitators of parent 
engagement with child care center-based health promotion interventions.  
A comparative case study was conducted with seven child care centers that demonstrated 
either low or high engagement with a healthy eating and physical activity intervention. Semi-
structured interviews were combined with survey data from child care providers and parents 
(n=28).  
Results yielded in-depth findings exposing similarities and contrasts in perceived and 
reported priorities and values of parents and child care providers about collaborating around 
health promotion efforts in early childhood and working with families. Notable differences were 
detected between the low and high engagement groups regarding general approaches for 
communication and messaging around nutrition and physical activity, types of opportunities for 
parent engagement, and organizational-level factors influencing approaches to parent 
engagement.  
These findings highlight priorities for future investigation that include testing strategies 
that address the inter-connectedness of potential barriers and facilitators pertaining to individual 
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parents or child care providers, communication between them, opportunities for collaboration, 
and organizational factors that influence each of the above-mentioned the priorities.  
Background 
The first five years of life is a particularly significant period of development due to the 
lasting imprint on children’s cognitive, social, emotional, and physical health.36 Diet and 
physical activity behaviors during this time play an important role in learning and academic 
success37 and future risk for chronic diseases, such as cancer and type 2 diabetes.39 Diet and 
physical activity behaviors in early childhood also create a foundation for future habits that 
continue to impact growth, development, and overall health. 40,41 However, a majority of young 
children are not achieving recommendations for healthy eating or physical activity patterns. 43,44 
Parents, a term used in this manuscript as an inclusive term for primary caregivers, have 
significant influence on young children’s eating and physical activity behaviors.185,186 However, 
approximately one in three children under age six regularly attend formal child care settings.52 
As such, child care has been recognized as another important influence on children’s eating and 
physical activity behaviors.1 Although parents and child care providers have been independently 
identified as critical targets, synergy among caregivers is essential for supporting the 
development of healthy behaviors and strengthening effects of obesity prevention interventions 
in child care settings.17,18 
Strong relationships between parents and child care providers enable supportive 
partnerships that foster constructive parent-child relationships and positive outcomes in all areas 
of children’s readiness for school.187 In addition, strong relationships provide independent 
benefits for parents and child care providers, such as feelings of empowerment and 
competency.188 For these reasons, relationships between caregivers are another key target for 
supporting children’s healthy growth and development.189 Child care programs can nurture 
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relationships through parent engagement efforts.190 While parent engagement is a broadly 
defined and applied concept,191 the most valuable efforts are those that facilitate ongoing, 
reciprocal interactions between parents and child care providers.121 Health promotion 
interventions in child care often inconsistently, and narrowly, describe parent engagement as low 
intensity efforts, such as displaying posters or providing informational brochures to be viewed by 
parents.17,18,142 Less frequently do they describe more interactive efforts, such as informational 
sessions or motivational phone calls from child care providers to parents. Parent engagement 
may be approached in a variety of ways, but the real challenge for child care programs lies in 
finding effective ways to initiate and sustain supportive partnerships.121 In fact, child care 
providers often express general concerns or dissatisfaction with a perceived lack of parent 
engagement, particularly from families of diverse or low-income backgrounds,138,139 and 
specifically cite lack of parent engagement as a central barrier to promoting healthier habits.19–22  
Enabling supportive partnerships between parents and child care providers that promote 
healthier eating and physical activity habits is of great importance, yet few studies have 
explicitly investigated barriers or facilitators for parent engagement around health promotion 
efforts.27–29 Existing studies have evaluated parents’ perceptions and knowledge about the value 
of health promotion efforts in child care centers 27 as well as communication with parents about 
general nutrition or a child’s eating behaviors.28,29 None, however, have applied theoretical or 
practical frameworks to explore contextual factors or the variety of approaches that could 
facilitate ongoing, shared responsibility in promoting healthier habits. Likewise, none have 
aimed to learn from examples of both strong and low parent engagement in health promotion. 
Rarely have perceptions of barriers to parent engagement in health promotion efforts, or 
strategies for addressing barriers, been solicited from both parents and providers.22,28,192 This 
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highlights an important limitation in that parent engagement is a dynamic process, and views 
from both child care providers and parents are needed so that realistic – and effective – strategies 
for parent engagement can be identified.  
A more comprehensive understanding of barriers to and facilitators of prompting and 
sustaining collaborative relationships between parents and child care providers that support 
health promotion efforts for children in child care is needed. Perspectives of both child care 
providers and parents should be obtained about how they envision and operationalize parent 
engagement, and lessons should be learned from previous health promotion efforts. In addition, 
there is a need to apply practical and theoretical frameworks to elicit detailed feedback about 
actual experiences with health promotion efforts. Therefore, the purpose of this study was to 
characterize perceptions of barriers and facilitators of parent engagement based on experiences 
of child care providers and parents who demonstrated low or high levels of parent engagement in 




This study used a convergent, parallel mixed methods approach67 to conduct an in-depth, 
comparative case study among a group of child care centers that recently participated in a cluster 
randomized control trial evaluating the effect of an 8-month social marketing campaign, Healthy 
Me, Healthy We (HMHW), on preschool-aged children’s diet quality and minutes of physical 
activity.24 The mixed methods approach allowed for both triangulation of findings and 
elaboration on notable discrepancies between cases.67 The Institutional Review Board at the 
University of North Carolina at Chapel Hill approved all study protocols. Protocols and results 
are reported according to guidelines for mixed methods research from Leech & Onwuegbuzie.193  
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Healthy Me, Healthy We intervention 
The HMHW intervention included a series of branded educational materials and activities 
designed to help child care providers and parents partner in their efforts to promote healthier 
eating and physical activity habits for children.24,143 In spite of efforts to facilitate partnerships 
for health promotion efforts, feedback was mixed about whether desired levels of parent 
engagement were achieved. These diverse impressions about the intervention provided an 
important opportunity to further explore experiences of those who had higher levels of parent 
engagement and those who had lower engagement.  
Sample selection and case identification 
The sample eligible for this study included the 29 child care centers, ~120 providers, and 
~300 parents randomized to the intervention group in the second of two waves of the HMHW 
trial. Participants completed the intervention during the 2016 – 2017 school year and represented 
a mix of suburban and rural settings in central North Carolina.   
An extreme case purposeful sampling approach157 was used to identify a total of 10 
centers to represent either low (5 centers) or high (5 centers) levels of parent engagement with 
the HMHW intervention. A comprehensive, center-level measure of parent engagement was 
developed using process evaluation data from the cluster randomized controlled trial and 
included input from the center directors, teachers, parents, and research team.24 Scores were 
derived from several sources (see Table 7, Chapter 3). Prior to the start of the intervention, 
trained and blinded data collectors used the Environment and Policy Assessment and 
Observation document review tool164 (7 items) to document evidence of policies pertaining to 
parent engagement with health promotion efforts. Responses to pre-defined questions regarding 
intervention implementation were collected from directors (9 items) and teachers (6 items) by the 
research team during technical assistance visits at two time points during the intervention period. 
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Parents completed surveys (20 items) at the completion of the intervention regarding receipt of 
materials and participation in home elements. Lastly, the interventionist who provided training 
and technical assistance for the study completed a survey (11 items) for elements not directly 
captured by process evaluation but that would theoretically influence implementation at the child 
care center and parent engagement with the intervention (e.g., staff expressing heavy workloads, 
staff turnover). Scores from all measures were summed to produce the center’s parent 
engagement score, with a maximum of 139 points.  On average, centers had a score of 69.3  
11.7 (range 47 – 104).  
Recruitment and participation 
After parent engagement scores were generated, centers were ranked from lowest to 
highest. Centers representing the five lowest (range: 47 – 58) and five highest (range: 82 – 104) 
scores were contacted for interest in this study, with a goal of having at least three low 
engagement and three high engagement centers participate.158 Recruitment occurred in July and 
August 2017. Directors were contacted via phone and e-mail, and once interest in the study was 
expressed, they facilitated connection with teachers and parents who participated in HMHW. 
Seven centers, three representing low parent engagement and four representing high parent 
engagement with the HMHW intervention, agreed to participate. Groups were generally similar 
in regards to basic program characteristics (Table 12). Among these centers, seven center 
directors, nine teachers, and twelve parents consented to participate (Table 13). Characteristics of 
this sample of child care providers reflect the work force in North Carolina. Parents, most of 
whom identified as African American or black, represented working, married and single-family 





Two frameworks, Epstein’s framework for school-family-community partnerships34 and 
the Consolidated Framework for Implementation Research (CFIR),35 were used to structure 
exploration into differences in underlying approaches to parent engagement as well 
organizational characteristics and strategies influencing engagement of parents in 
implementation of the HMHW intervention. The framework for school-family-community 
partnerships includes six types of involvement and suggested practices for developing more 
comprehensive partnerships between child care organizations and families – parenting, 
communicating, volunteering, learning at home, decision making, and collaborating with 
community. The CFIR is a meta-theory consisting of 38 constructs within five domains – 
characteristics of an intervention (e.g., adaptability), the inner setting (e.g., culture), the outer 
setting (e.g., external policy and incentives), characteristics of individuals involved (e.g., self-
efficacy), and the implementation process (e.g., planning) – that are hypothesized to interact in 
complex ways. The framework is designed to be used in a manner most relevant to the research 
question at hand, and for this study emphasis was placed on the inner setting and implementation 
process domains. 
Measures  
Directors, teachers, and parents completed surveys and a semi-structured interview in 
July and August 2017 and received $30 compensation for time and effort to complete all 
measures. The Family and Provider/Teacher Relationship Quality (FPTRQ) Measure was used to 
evaluate the quality of relationships between parents and child care providers.166 This measure is 
designed for use across different types of child care centers with children birth to 5 years of age 
and captures the perspective of both parents and providers regarding important elements of 
parent-provider relationships. The director survey (23 items) measures environmental features 
 
84 
regarding atmosphere, organizational climate, and resources for families. The teacher (16 items) 
and parent (19 items) surveys measure dimensions of professional practice, including knowledge 
about families, attitudes, and practices surrounding parent-provider interactions. Through pilot 
studies, the FPTRQ has demonstrated good to excellent internal reliability (Cronbach’s alpha 
range: 0.63 – 0.97) and the larger field study provides a frame of reference for interpreting 
scores.166 
A single, experienced member of the research team (first author) conducted all semi-
structured interviews over the telephone. Interviews lasted about 60 minutes and were audio 
recorded for later transcription. Separate yet similar interview guides were developed for 
directors, teachers, and parents. Guides were pilot tested with a representative of each group and 
modified accordingly prior to implementation. Director interview guides were based on the CFIR 
and developed using the associated interview guide tool.170 Parent interview guides were 
designed to explore the six elements of Epstein’s framework, and teacher interview guides were 
a hybrid of director and parent interview guides.  
Data analysis 
A convergent parallel (QUAN + QUAL) mixed methods approach was used to 
independently, concurrently analyze quantitative and qualitative data prior to merging for 
identification and interpretation of overlapping and contrasting content areas among the low and 
high parent engagement groups.66,67 Descriptive statistical analyses for survey data and Pearson 
correlation for the parent engagement scores and FPTRQ measures were performed in the SAS 
version 9.4 (SAS Institute, Inc., Cary, NC). Audio records of interviews were transcribed, and 
transcripts were reviewed for accuracy and to remove identifying information. Thematic analysis 
was conducted through iterative cycles of applying deductively and inductively derived codes 173 
using MAXQDA Analytics Pro – Student (VERBI Software, 2016, Berlin: Germany). An initial 
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coding framework was created based on constructs from the CFIR and Epstein framework used 
to develop interview guides. To enhance rigor, two members of the research team independently 
coded each transcript and met regularly to review consistency and accuracy of applying codes as 
well as to reconcile discrepancies. During this time, the coding framework was revised to add or 
modify existing codes to capture newly identified, relevant themes or better capture pre-specified 
constructs, respectively.173. Survey data results were imported to MAXQDA Analytics Pro – 
Student and merged with interview data. To facilitate organization and interpretation of data 
across cases, matrices of survey and thematic data were generated based upon parent engagement 
group (i.e., low or high).70 
Results 
The intent of this study was to characterize barriers and facilitators of parent engagement 
by comparing and contrasting extreme cases of parent engagement with a health promotion 
program initiated through child care. Pearson correlations between the parent engagement score 
and the FPTRQ Total score (r(15)=0.49, p=0.054), particularly the theoretically relevant FPTRQ 
Practices construct (r(15)=0.55, p=0.03), provide moderately positive, statistically significant 
support that the parent engagement score appropriately identified centers with low or high levels 
of parent engagement. Interestingly, parents and child care providers offered different views 
about what parent engagement looks like. It is apparent these broad, differing notions of parent 
engagement influenced satisfaction, or lack thereof, with parent engagement and perceptions of 
barriers and facilitators of engaging parents in health promotion efforts. Parents and providers 
universally described barriers and facilitators of parent engagement as interrelated factors 
involving perceived and reported priorities and values parents hold about early education and 
health promotion for their child, perceived and reported attitudes and values child care providers 
have about working with families, general approaches for communication and messaging around 
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nutrition and physical activity, opportunities for parent engagement, and organizational-level 
factors influencing approaches to parent engagement. 
Presence at child care centers or “being involved with everything” 
Parents and child care providers described parent engagement in one of two perspectives 
– 1) parents spending time at the child care center during the work day, or 2) a broader notion of 
parent involvement in all aspects of a child’s life. Differences in these descriptions were largely 
detected between parents and providers, not between low and high engagement groups, but 
notable differences in approaches for involving parents at or through the child care center were 
detected between low and high engagement groups. Parents and providers in each group 
mentioned a variety of ways parents can or do help out during the day (e.g., parties, lunch with 
children, field trips). But an underlying tension was evident among providers regarding feeling 
parents “should just have to come in everyday and give us so much time a week” and 
recognizing most “can’t because they’re actually at work.” Providers in the low engagement 
group expressed more dissatisfaction about parents’ schedules, whereas providers in the high 
engagement group expressed more empathy that parents are working hard, sometimes multiple 
jobs, to provide for their families and are simply stretched thin. Furthermore, providers in the 
low engagement group often assumed “we ask you to do this, and you can’t, then you don’t 
wanna be involved” and subsequently reduced future attempts to get parents involved. The high 
engagement group acknowledged the tendency for these assumptions but instead challenged 
themselves to overcome this assumption and “think outside the box” to invite parents to get 
involved in other ways (e.g., skills to support playground improvements at the center outside of 
normal hours). The other major perspective of parent engagement, largely held by parents across 
groups, related to a very broad, and at times vague, notion of “parents getting more involved” in 
their child’s life. In addition to attending classroom events when possible, parents provided 
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examples that included supporting education through doing specific activities at home and 
working with their child to support physical and emotional development.  
Parents  
In addition to parents’ work status, values and attitudes were the most frequent, 
consistently mentioned attributes to facilitate or impede parent engagement. Parents in both 
groups largely represented working families and while they acknowledged they cannot 
frequently visit the center during the day, with adequate notice, they may be able to re-arrange 
their schedule for a special event. Parents and providers mostly agreed that parents rush in and 
out of the center, but parents indicated they are willing to stop and talk if the teacher has 
something to say. Furthermore, barring interference of work or other family obligations, working 
parents in particular were interested in participating in activities at home with their children. 
Contrary to a frequently reported perception of child care providers that “parents just 
don’t care,” parents in both groups explicitly indicated their child is a priority and “I’m looking 
out for my child’s future first.” Instead, parents offered, “I’m pretty sure every parent values 
their child. It’s just...everybody’s attitude is different.” The commonly held opinion that parents 
who speak up “want the best for their child” suggests both groups conflate extroversion and 
motivation. However, parents at low engagement centers implied providers, and even other 
parents, misinterpret parents’ general stress or reservations about asking for help as lack of 
interest or motivation. While this sample of parents reported “not having a problem speaking 
up,” it is unlikely all parents feel comfortable, or that it is appropriate, to speak up.  
We also discerned conflicting perceptions of parents’ value for child care and health 
promotion efforts. Providers in the low engagement group had a slightly more negative 
impression that parents “just don’t care about if the child learns or not.” In reality, parents’ 
feelings about child care widely varied from “day care is pretty much the foundation of our 
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children” (parent from low engagement center) to “I feel that’s more of like whenever they get in 
actual school” (parent from high engagement center). Similar to this point, parents in both groups 
had inconsistent values about the need to communicate about children’s eating or physical 
activity behaviors. While some parents felt it was helpful to learn about foods children ate at the 
center, others felt either “it wouldn’t be one of the things where I might need to talk to the 
teacher” (low engagement center) or “truthfully I guess that’s something that I’m not too 
concerned about at the moment” (high engagement center). 
Child care providers 
Many parents and teachers agreed that child care providers have demanding jobs, but 
there was variance in how directors and teachers in the low and high engagement groups 
approached their work and interactions with families.    
Providers’ attitudes 
Noticeable differences were identified between the low and high engagement groups in 
teachers’ responses to the Attitudes construct of the FPTRQ (Figure 3). Interestingly, parent 
scores did not differ between groups but were consistently below the median reference (Figure 
3). This suggests parents are sensitive to teachers’ positive or negative beliefs and values about 
caring for individual children and working with families. Interviews confirmed providers in the 
high parent engagement group had more positive attitudes. This was evident through 
acknowledging “it can’t be us against them”, expressing genuine desire to have and get parents 
involved, and gratitude for any time or commitment parents had to offer, even if it was not ideal. 
Contrary to these sentiments, providers at every low engagement center gave impressions that “I 
feel like they look at us as a babysitting service versus the people who are trying to do better 
about their kid” and voiced more exasperation about trying different things to get parents 
involved but feeling “it’s still not working.” As such, they often interpreted parents’ lack of 
 
89 
participation as “you don’t want to help me” or a having a chip on their shoulder. A counter 
argument from the high engagement group about lack of participation is that there is a lack of 
trust or “we just haven’t found the right connection yet.”  Regardless, previous experiences have 
undoubtedly left teachers, particularly in the low engagement group, feeling depleted – “to be 
honest, I really don’t want them to be involved because it’s like a challenge all the time” – and 
these feelings noticeably influence interactions with parents and children.  
Family-specific knowledge 
The value providers place on the family as a unit, as opposed to the individual child, can 
determine the depth or types of information they seek. Teacher and parent scores for the 
Knowledge construct of the FPTRQ (Figure 3) were consistently below the median reference and 
indicate teachers and parents do not frequently share information about their needs, goals or 
circumstances within which the family is living. Providers in both low and high groups agreed 
that “you really have to tailor things,” which often meant taking steps to meet parents where they 
are regarding language and level of education. Providers in the high engagement group further 
recognized “it’s hard for us sometimes as teachers to realize that families are their (children’s) 
primary influence, not us. And so, we need to know as much about them as we can and value and 
respect them.” In turn, they demonstrated the ability to learn and use information about a 
family’s culture or home environment to further personalize interactions with families. This 
sentiment was not shared by providers in the low engagement group, and they instead 
communicated a preference for focusing on children over the family – “The children I love, it’s 
the parents I can’t do anything with.”  
Demands of job 
Teachers in the low engagement group and parents in general felt teachers “have their 
hands full.” Remarkably, directors rarely mentioned the demands placed on teachers, suggesting 
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they may not recognize or appreciate how daily demands and requirements influence 
opportunities for parent engagement. Teachers in the low engagement group also conveyed 
discontent about some colleagues’ attitudes that “it’s just a job” and their unwillingness to go 
extra lengths to meet families where they are. If teachers in the high engagement group had 
similar concerns, these were not explicitly stated. Regardless, teachers in both groups 
acknowledged their job of engaging parents was a little easier when they had social support from 
fellow teachers (e.g., brainstorming, troubleshooting, teamwork) and/or direct support from the 
director to execute plans or handle difficult conversations.  
Communication 
Communication was a frequently mentioned, highly valued, barrier and facilitator of 
parent engagement – “communication is key.” Communication subscale scores from the FPTRQ 
Practices construct (Figure 3) indicate differences in approaches used by the low and high 
engagement groups to foster bidirectional communication and account for both parents’ and 
providers’ preferences. Interviews elaborated on these differences between low and high 
engagement groups, as well as among parents and providers, regarding intentions for 
communication, communication style, and messaging around nutrition and physical activity.   
Communication with parents 
Remarkably, instead of thinking about communication as an opportunity for ongoing, 
two-way interactions that support or lead to shared decision making and greater levels of parent 
engagement, it was often described as one-way delivery of information. The low engagement 
group spoke more about providing or receiving reminders or general updates (e.g., signs, flyers, 
or notes in children’s cubbies), and providers acknowledged they were less direct in asking 
parents to be involved – “But I will say we didn’t ask for any parents to volunteer.” Whereas, the 
high engagement group spoke more about candid interactions regarding (re)evaluating children’s 
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progress or following up in ways that could support relationships and partnership. These 
included direct invitations to attend events or specific requests for donations or other support. 
They also communicated in a manner that let parents know, “we sure would like to have you 
involved.” While parents in both groups felt like their voices are heard – “we come in with 
concerns or a problem and they take care of it” – it is apparent that two-way interactions are 
often in response to problems, not an ongoing process that involves positive feedback or general 
suggestions.  
Directors, teachers, and parents unequivocally expressed value or perceived benefits for 
discussing expectations about communication and parent engagement, but it is was apparent 
these types of conversations were either not happening or were not explicit enough. Teachers in 
the low engagement group spoke about missed opportunities and instead imagined “if I was able 
to actually have every single parent do that, then I think I’d be more satisfied with their 
involvement.” Providers at high engagement centers gave examples of more formal 
opportunities, like an orientation process, to “help (parents) really know who we are and help us 
get to know them as a family, and what other needs they might have…” However, parents in 
both groups generally were not aware of providers’ expectations regarding communication.  
Communication styles 
Transparency and responsiveness were key traits parents noticed about their provider’s 
communication style. Parents in both groups consistently expressed value for transparent, timely 
communication. They “want to know everything,” the “good or bad,” so they can support their 
child’s developmental progress and be part of the decision-making process. Yet teachers at low 
engagement centers seemed unaware of this desire and instead suspected “unless (parents) come 
to me and ask specific questions, I don’t think they’re too concerned about what is going on in 
the day-to-day.” In contrast to teacher scores from the responsiveness subscale of the Practices 
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construct of the FPTRQ survey (Figure 3), parent scores indicate parents in the high engagement 
group experienced more sensitive, transparent responses to their needs or goals than parents in 
the low engagement group. Indeed, directors and teachers in the high engagement group more 
frequently commented on the importance of being non-judgmental, having an open mind, 
knowing families, having empathy, and noted the importance of being persistent and available 
when parents have time or interest to communicate.  
Communication channels  
Mode of communication was the most frequently cited element of communication. 
Providers acknowledged the need to use a variety of channels of communication to reach parents 
and reported using an average of seven different modes. But, they also said they use an 
inefficient “trial and error” approach each year to figure out what those channels should be. In 
general, providers and parents cherish face-to-face communication, and centers offer modes of 
communication that correspond with parents’ preferences for parent-teacher conferences, 
telephone calls, or in-person discussions. However, parents in both groups conveyed desire for 
increased use of text messaging, telephone calls, and notes or folders to send correspondence. 
Although not explicitly stated, these other modes are likely attractive because they enable two-
way communication. While providers recognized evolving preferences for technology as a way 
to promote timelier, responsive communication, providers at high engagement centers indicated 
a greater willingness and interest than providers at low engagement centers to try incorporating 
these types of communication.  
Messaging around nutrition and physical activity 
Although providers and parents have the opportunity to communicate in a variety of 
ways, nutrition and physical activity are not part of routine communication. Providers in both 
groups indicated conversations about healthy eating typically only occur if picky eating needs to 
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be addressed, and physical activity is very rarely discussed. In addition, there is a range of 
comfort in speaking to parents about these topics, mostly because providers think parents are 
uninterested or will be offended, which was validated by some parents in this study – “I think 
some parents would find it useful while some parents might take offense.” Providers who felt 
more comfortable speaking about eating habits gave examples of communicating concern about 
a child, showing interest in learning about how things are at home, and working together to 
improve a child’s nutrition as ways to open dialogue that resulted in positive outcomes for adults 
and children.  
Operationalizing ongoing parent engagement efforts 
Opportunities for parent engagement were most frequently recognized as supporting the 
classroom through volunteer efforts and donations or participating in activities at home with 
children. However, interviews also revealed previously dismissed or unrecognized ways to 
engage parents, including linking parents with community resources or with other parents. Stark 
contrasts were noted between low and high engagement groups regarding the recognition or 
availability of a wider range of opportunities to engage parents through ongoing collaborations 
for goal setting or decision making. In general, parents at low engagement centers perceived or 
experienced fewer opportunities to share in decision making.  
Volunteering  
Having parents volunteer or attend events at the child care center is a classic example of 
parent engagement. The type and timing of events was identified as crucial for parent attendance, 
yet providers rarely surveyed or asked parents about preferences for topics or scheduling of 
events. Since work prevented most parents from visiting the center, they implied they would be 
willing to demonstrate their support in other ways, such as sending resources for the class. 
However, teachers in the low engagement group noted they do not typically ask parents to send 
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things, parents do not follow through, or feel requests have “to be approved by the director.” 
Lastly, although not frequently mentioned, the high engagement group described the positive 
effect parents had on encouraging and supporting one another to volunteer or attend events, help 
plan events, or share information. While facilitating parent-parent interactions could present an 
opportunity to increase parent engagement, similar concerns about barriers for attendance at 
events were evident, and alternative ways to connect parents may need to be explored.  
Supporting healthy habits at home 
Activities at home were commonly discussed as an opportunity for parents to be engaged 
outside the child care center, but low engagement centers were less consistent in providing 
activities. Parents were in favor of activities at home, and appreciate the purpose, “they’re doing 
their part, and I think they (teachers) would like for us to help keep it up.” But, parents do not 
want to be “bombarded with homework” that involves doing an activity sheet and sending it 
back. Parents need to feel empowered and have confidence about their role in supporting healthy 
growth and development at home, but important differences were noted between groups in their 
approach. Every participant in the high engagement group provided examples of ways they 
supported or received support to achieve healthier habits at home (e.g., hands-on classes, 
discussions about children’s eating habits, connecting families with safe and affordable options 
for physical activity, encouragement to “do better”), whereas most providers at low engagement 
centers acknowledged “(laugh) I don’t think we do anything for that connection” or “well, I just 
tell them what I did do here and hopefully it will make it back to do that at home.” Parents in low 
engagement centers confirmed “these are the types of conversations that have never been had,” 
thus emphasizing an important missed opportunity to enable parents to “do their part” at home.  
In addition, collaboration with community agencies or resources (e.g., physical activity 
programs, bill paying resources) as a way to support parents to engage in healthier habits with 
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their child was rarely mentioned. Teachers at two of the three low engagement centers indicated 
they were unsure about community resources for their families, and parents in both groups 
typically said either providers “did not really mention community resources” or “I’ve never 
really asked for community resources.”  
Shared decision making and ongoing feedback 
Differences in the collaboration subscale of the Practices construct of the FPTRQ survey 
(Figure 3), were most apparent among parents in the low and high parent engagement groups. 
Interviews revealed, regardless of group, that opportunities for collaborative decision making or 
goal setting are few and far between – “I guess that’s more what we need to lean towards, to get 
suggestions.”  While some teachers in the low engagement group admitted, “really we just don’t 
include them unless they come out of their mouth sayin’ they would like to help or volunteer,” 
they also recognized potential value of getting input from parents. Head Start organizations were 
the only child care centers that reported formal structures, such as policy councils or other 
committees, in place to include parents in decision making. Parents and providers alike 
commented on potential benefits of such committees, but parents in both groups indicated, for a 
variety of reasons, they would not likely be interested.  
Ongoing feedback represents a less formal opportunity for collaboration, yet interviews 
gave the impression providers and parents are not directly seeking feedback from one another – 
“Oh, no one has stated anything…so I don’t know what they might be looking for.” The high 
engagement group more frequently mentioned specific mechanisms for and purposes of 
soliciting feedback (e.g., suggestion boxes, lesson plans, specific activities). Whereas comments 
from providers in the low engagement group implied that, instead of seeking feedback from 
parents, they brainstorm amongst themselves, trial and error to find solutions, and/or perceive 
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everything is fine with parents. Providers in both groups indicated they would like to hear more 
from parents and are open to feedback; parents also noted they are interested in feedback from 
providers. Yet, each group seems to place responsibility for sharing feedback on the other.  
Goal setting is another under-utilized opportunity to engage parents in supporting 
children’s growth and development that would require guidance for sensitive and 
developmentally appropriate actions. Teachers in both groups mentioned that parent-teacher 
conferences allow for discussion about a child’s progress and areas for growth, but not all 
parents recognized this as an opportunity to collaboratively set goals. Most parents, in both 
groups, expressed interest and comfort in setting goals with teachers about healthy eating and/or 
physical activity – “I would like to know, activity-wise and I guess, healthy-wise, just talk about 
the same things” – however, others felt like setting goals was not appropriate “cause they can’t 
make him eat” or expressed concern about what goal setting would look like for nutrition and 
physical activity.  
Context of child care center 
Many organizational-level barriers and facilitators for engaging parents in health 
promotion efforts were identified, including organizational culture, goals and priorities, staffing, 
communication amongst providers, and professional development. Resources were not 
frequently, or explicitly, identified as barriers or facilitators. However, both groups agreed that 
receiving materials, like magazines and classroom activities, specific to the HMHW intervention 
was important to begin implementing a new intervention.  
Center culture 
Director scores for the FPTRQ survey, a 17-point scale, indicate that scores in the low 
engagement group (16  1.0) slightly surpassed the high engagement group (14.3  2.2) 
regarding efforts to create a welcoming environment that supports families and the formation of 
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strong relationships. However, the narratives for organizational culture regarding parent 
engagement tell a different, more compelling story. Although both groups aimed “to assist the 
children to develop through the family” and viewed communication as critical, directors and 
teachers at three of the four high engagement centers consistently alluded to a priority of 
teamwork with parents. “We really see ourselves all connected in a school family. So every 
family…wherever that family structure is, that the family is also part of the school.” Except for 
one teacher, this sentiment was absent from the low engagement group, and interestingly enough, 
one director could not think of any values or priorities her center had regarding parent 
engagement.  
Organizational goals and priorities 
Providers expressed a universal desire to increase parent engagement, but no person or 
center articulated specific goals for getting parents involved. They also reported having open 
door policies, but it is evident the mere presence of such policies did not achieve the desired 
outcome of getting more parents to visit. The high engagement centers unanimously discussed 
the importance and priority of actively working towards building rapport and relationships with 
parents as a way to promote children’s development through parent engagement – “If you have 
parent rapport, if you have a good relationship with your parents, then it will be much easier to 
implement anything you wanna implement.” In contrast, the low engagement group expressed 
more tension between wanting to implement new programs to support parent engagement and 
feeling like they have done everything they can to get parents involved - “You know we always 
need to get the parents involved more. But I feel like, we kind of do the best we can to get them 
involved.” Although a greater proportion of high engagement centers reported using another 
health promotion curriculum (Table 12), there were no differences between groups concerning 
overarching policies to indicate the priority or value a center places on establishing a healthy 
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environment. Centers in both groups mostly lacked comprehensive policies influencing the 
physical or social environments for nutrition (e.g., foods and beverages served), physical activity 
(e.g., promoting active play), and limiting screen time. In addition, they lacked policies about 
providing parents education about nutrition, physical activity, and/or screen time.  
Turnover 
While there were not obvious differences in years of experience among directors (Table 
13), teachers in the high engagement group had more years of experience and longer tenure at 
the center. Although these data are not a direct indication of turnover, comments from the high 
engagement providers suggested “a lot of the staff members are there a very long time, and I 
think that helps make them (parents) engaged also.” A related factor perceived to influence 
parent engagement and programming is the longevity for which a family has attended a child 
care center. Families new to a center “don’t really have the feel of the center yet” and even 
something as simple as transitioning to a new classroom or teacher leaves parents feeling like 
“I’m gonna be startin over” with communication and relationships.  
Internal communication and implementation processes 
Although all directors gave the impression of a general structure for internal 
communication and social support, parents in the low engagement group more frequently wanted 
providers to “communicate a little more amongst each other so they can communicate better with 
parents.” An important barrier, seemingly overlooked by directors, is that teachers’ schedules 
may not align with parents’ drop-off and pick-up schedule, thus making it more challenging to 
communicate. The low engagement group recognized the centers’ long hours of operation 
designed to support families has the unintended consequence of interfering with communication 
between the parent and child’s primary teacher. This was often due to insufficient transition of 
information between shifts and/or differing expectations or roles for different teachers (e.g., the 
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afternoon or evening teacher was not formally trained or informed about the HMHW 
intervention). Another potential barrier for parent engagement with HMHW was the lack of 
formal implementation processes. Each provider attended training and could identify a champion 
or formally appointed implementation leader who encouraged implementation of the HMHW 
intervention at their center, but directors rarely described additional planning efforts or 
opportunities to evaluate and reflect on how implementation efforts were going at their center.  
Professional development and support 
Providers in both groups had similar levels of education (Table 13). While both groups 
typically lacked specific training about early childhood nutrition, physical activity, screen time, 
and outdoor play and learning, there were clear differences regarding access to training about 
parent engagement. The high engagement group, particularly teachers, reported more access and 
interest in training than the low engagement group. However, both groups commented that 
training and ongoing support for the HMHW intervention was essential for carrying out the 
program. Teachers in both groups viewed the director as a trusted, accessible source of 
information; teachers in the high engagement group also reported helping one another with 
issues surrounding parent engagement. Directors in the high engagement group reported reaching 
out for community support as needed (e.g., state consultant), but responses were mixed in the 
low engagement group in that directors either perceived they could answer most questions or felt 
“I don’t get help” because they had already exhausted a resource or did not feel the resource was 
particularly helpful.  
Discussion 
This comparative case study of child care centers demonstrating low or high levels of 
parent engagement with an intervention promoting healthy eating and physical activity revealed 
key differences about barriers and facilitators of parent engagement efforts with health 
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promotion through child care (Table 14). In addition, potentially critical missed opportunities 
were identified, among both groups, to support ongoing, interactive processes to promote 
stronger relationships with one another and healthier habits for children (Table 15). The mixed 
methods approach used for these investigations yielded in-depth findings exposing the inter-
relatedness of perceived and reported priorities and values parents hold about early education 
and health promotion for their child, perceived and reported attitudes and values child care 
providers have about working with families, general approaches for communication and 
messaging around nutrition and physical activity, opportunities for parent engagement, and 
organizational-level factors influencing approaches to parent engagement.  
Relationships and partnership between caregivers have significant influence on children’s 
dietary and physical activity behaviors.18,189 Time is a frequently mentioned barrier for both 
parent engagement and supporting healthier habits for children,20,28,194,195 but upon further 
inspection with this sample, it was evident time more specifically referred to parents’ work 
schedules or priorities, child care providers’ job duties, or the timing of specific events. Although 
time itself is a limited resource, steps can be taken to work around or address these more specific 
influencers on perceived time.  
Previous inquiries of barriers to supporting interactions around health promotion between 
parents and child care providers have yielded important insights about communication.28,29,196 
Similar to previous findings, child care providers in this sample acknowledged they often 
undertake a “trial and error” process to identify effective methods and styles of 
communication196 and expressed a range of comfort in talking with parents about nutrition or 
physical activity, specifically in wanting to avoid offending parents or how to address general 
nutrition topics when parents are only interested if their child is experiencing specific food 
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issues.28,29,148 Although child care centers in this study generally lacked comprehensive policies 
about nutrition, physical activity, limiting screen time, or outdoor play, other studies indicate 
child care providers feel policies can serve as a platform for communicating a center’s priority of 
establishing healthy environments and supporting parents to do the same.29,192  
Communication serves as a foundation for parent engagement,121 but this study highlights 
the importance of considering a broader purview that includes the underlying relationships 
between parents and providers and variety of interactions to build those relationships. For 
example, practices that enable providers to learn about a family’s culture, circumstances, and 
values can help providers frame messaging to respond to the range in values and attitudes parents 
hold regarding health promotion in early childhood.197 This study also extends on previous 
findings by identifying discrepancies in how parents and child care providers describe parent 
engagement. Providers’ views aligned more with traditional models of parent involvement that 
focus on deficits or problems, rather than strengths or skills parents bring to the partnership, and 
place much responsibility on parents to participate in events or activities at the child care 
center.198 These inconsistent and/or narrow perceptions of parent engagement are likely 
contributing to child care providers’ negative perceptions about parents’ interest or support in 
promoting healthy habits.191,199 Moving forward, priority needs to be placed on explicitly 
discussing parent engagement and identifying a continuum of opportunities that meet the needs 
and abilities of both parents and child care providers and support ongoing, collaborative 
relationships that contribute to feelings of reciprocity around promoting healthy habits.121 
This study had several strengths. First, many investigations to barriers and facilitators 
have been completed prior to developing or implementing an intervention to gain insight to what 
people think they need or want. While an important part of the intervention planning process,200 
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this study pulled from child care providers and parents who recently completed a health 
promotion program designed to partner school and home, thus providing actual rather than 
perceived barriers.201 Secondly, in applying a comprehensive scoring indicator of parent 
engagement with the health promotion intervention, we were able to purposefully identify child 
care centers with very different experiences with the program. We also successfully recruited 
voices from all stakeholders – directors, teachers, and parents – with equal representation in the 
low and high group, which not only allowed for more holistic interpretation but also identified 
previously unrecognized tension between perceptions of caregivers. Lastly, the application of 
two frameworks, one practical and one theoretical, allowed for more thorough investigation in to 
and identification of barriers and facilitators for parent engagement than previously represented 
and could inform future efforts to address barriers and facilitators.  
However, this study is not without limitations. Parent engagement scores were generated 
at a center-level, and while the organization at-large influences approaches for parent 
engagement, we recognize individual teachers and classroom-level factors are key influencers of 
parent engagement. Still, center-level parent engagement scores agreed with an existing measure 
about relationship quality between teachers and parents,166 suggesting the center-level score was 
adequate to identify extreme examples of parent engagement. We also recognize the fact that 
parents volunteered for this study means we may be missing representation from the type of 
parents that child care providers frequently express frustration. Finally, while the demographic 
composition of this mostly female, African American sample limits the generalizability of 
results, this study highlights voices of a typically underrepresented group in health research.202  
Conclusion 
Parents and child care providers are key targets for supporting healthier eating and 
physical activity habits for our young children. Due to the challenge of achieving synergy among 
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caregivers, there is a great need for strategies to enable ongoing, supportive relationships 
between them. This study identified a range of inter-connected barriers and facilitators that need 
to be considered in future investigations, including individual parents and child care providers, 
the communication between them, opportunities for collaboration, and the organizational factors 
influencing each of these. In particular, several efforts could be taken at child care centers to 
establish a culture that values reciprocity between child care providers and parents, including 
policies, practices, and professional development around health promotion in early childhood 
and capacity for building and sustaining relationships with parents. Finally, candid discussions 
and more intentional planning efforts are needed for envisioning parent engagement around 
health promotion in innovative ways that not only enable families to be involved outside of 
traditional participation within the child care center, but that will leave child care providers 
feeling supported in their efforts and ultimately yield stronger partnerships for promoting 






Table 12. Characteristics of child care centers representing low and high parent 








Parent engagement score, mean (range) 53 (47-57) 89 (82-104) 
Accepts child care subsidies 3 4 
Participates in the Child and Adult Care 
Food Program 
3 4 
Accredited by the National Association 
for the Education of Young Childrenb 
1 0 
Other program affiliationsc   
NC Pre-Kd or other prekindergarten 1 2 
Head Start and/or Early Head Start 1 2 
Faith-based 1 1 
Use other health promotion curriculum 1 3 
Total child enrollment, mean (range) 99 (54-125) 80 (30-118) 
Weekly enrollment fees for 3-4-year-old 
children, mean 
$108 $114 
a All data presented as absolute number unless other indicated 
b Data missing for 1 high engagement center 
c Could select all that apply 
d North Carolina Prekindergarten program  







Table 13. Demographic characteristics of child care directors (n=7), teachers (n=9), and parents (n=12) representing low and 
high parent engagement with the Healthy Me, Healthy We interventiona 












Parents    
(n=6) 
Sex, female 3 5 5 4 4 6 
Age, years (mean ± sdb) 45 ± 13.6 32 ± 3.6 36 ± 8.4 56 ± 9.0 46 ± 10.9 30 ± 6.2 
Race       
African American or black 3 3 6 3 4 5 
White - 2 - 1 - 1 
Hispanic or Latino - - - - - 1 
Highest level of education completed       
Some college or lower 1 2 3 - 2 4 
Associate degree - 1 2 1 2 - 
College degree - 2 1 2 - - 
Masters/doctoral degree 2 - - 1 - 2 
Annual family household income       
Less than $30,000 1 4 1 0 1 2 
$30,000 - $59,999 1 1 1 2 - 2 
More than $60,000 1 - 1 1 1 1 
Prefer not to answer - - 3 1 2 1 
Time at center, years (mean ± sd) 9 ± 5.5 1 ± 0.9 4 ± 3.3 5 ± 6.2  9 ± 9.0 5 ± 6.5 
Work experience, years (mean ± sd) 14 ± 7.8 5 ± 4.3  16 ± 10.6 12 ± 7.2  
a All data presented as absolute number unless other indicated 




Table 14. Key differences between low and high parent engagement centers that serve as 
barriers or facilitators of parent engagement 
Barrier/Facilitator Low Parent Engagement High Parent Engagement 
Center culture 
“Reach the entire family” More 
focus on doing things for the 
parents rather than with the parents  
“Connected in a school family” 
Strong sense of promoting 
collaboration with parents 
Internal 
communication 
“More amongst each other” 
Parents perceive breakdown in 
communication amongst staff 
limits the information they receive 
 “Always in the know” Work flow 
design supports communication 
about children amongst staff that is 
then passed along to parents 
Communication 
with parents 
“I will say we didn’t ask” 
Emphasis on one-way delivery of 
information and less on inviting to 
participate or soliciting feedback 
“We sure would like to have you” 
Efforts to promote two-way 
communication include invitations 
to be involved or provide feedback  
Family-specific 
knowledge 
“It’s like a challenge all the time” 
Providers concentrate on soliciting 
information solely about, or even 
from, the children  
“Families are their primary 
influence” Providers get to know 
families and tailor interactions to 
their specific culture and context  
Providers’ 
attitudes 
“It’s still not working” Failed 
attempts to get parents involved 
leave providers feeling 
discouraged and less interested or 
willing to try again 
“Think outside the box” Instead 
of blaming parents for busy 
lifestyles, providers work to 
identify novel ways that meet 
needs of family unit 
Supporting 
healthy habits at 
home 
“I don’t think we do anything” 
Lack of conversation, resources, or 
other support for healthy eating 
and physical activity 
“So that they can do better” 
Parents received encouragement, 
conversations, resources, and 
activities to support healthy eating 
and physical activity 









Table 15. Missed opportunities to support parent engagement with promoting healthier 
eating and physical activity through child care centers 
Connection to community 
resources and services 
“Did not really mention community resources” (parent) 
Connecting families with existing community resources and 
services could be a minimally burdensome but impactful way 
to promote or support or empower parents at home 
Shared decision making 
and goal setting 
“These are the things they’re gonna be working on” (parent) 
Incorporating nutrition and physical activity in to evaluations 
and discussions for developmentally appropriate goals could 
make parents more active partners and be approached as 
supporting the whole child and school readiness 
Opportunities for feedback 
“No one has stated anything” (teacher) Child care providers 
and parents could benefit from more specific topics/actions 
and targeted mechanisms for soliciting and sharing feedback 
Professional development 
“I don’t get help” (director) Child care providers could 
benefit from training, practice applying knowledge and skills, 
and ongoing support related to childhood nutrition, physical 
activity, screen time, outdoor play and learning, and general 
parent engagement techniques 
Health promotion policies 
“I don’t think we do anything for that” (parent) Policies for 
a healthy environment and health promotion efforts with 
families could clearly communicate priorities and value for 
health promotion and facilitate communication with parents  
Implementation processes 
“We kind of do the best we can” (director) Clear processes 
for planning, evaluating and reflecting on efforts to implement 
health promotion interventions could facilitate identifying 









Figure 3. Family Teacher/Provider Relationship Quality sub-scale scores (mean ± standard deviation) for teachers (n=9) and 
parents (n=12) representing low and high parent engagement. Median (dotted line) and lower and upper quartile range (grey 
shaded box) from a larger field study are provided as reference for interpretation.166
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CHAPTER 6: EFFICACY OF AN ENHANCED IMPLEMENTATION STRATEGY TO 
INCREASE PARENT ENGAGEMENT WITH A HEALTH PROMOTION PROGRAM 
IN CHILD CARE  
Overview 
 Based on the limited success of previous studies, research is needed identify effective, 
acceptable, and feasible approaches to facilitate collaborative efforts between ECE providers and 
parents that enable parents to be involved with supporting children’s healthy eating and physical 
activity. The purpose of this study was to compare the efficacy of an enhanced to a standard 
implementation strategy to increase parent engagement with the Healthy Me, Healthy We 
intervention. 
Data were collected as part of a quasi-experimental design in which 42 ECE centers 
participated in evaluation efforts of a standard implementation strategy (Cohort 1 – standard) 
compared to an enhanced implementation strategy (Cohort 2 – enhanced). The standard 
implementation strategy involved giving parents intervention materials, prompting participation 
at home, and inviting participation with classroom events. The enhanced implementation strategy 
added strategies for seeking feedback and working with parents to identify and address barriers 
to participation. 
This convenience sample included ECE centers that participated in the second of two 
waves of a larger cluster randomized trial and represented a mix of rural and suburban areas in 
central North Carolina. Data collection occurred before, during, and after the 8-month 
intervention period and involved a series of observations, structured interview questions, and 
self-reported survey measures. Measures were completed throughout 2016–2017 (Cohort 1 - 
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standard) and 2017–2018 (Cohort 2 - enhanced). The primary outcome, parent engagement, was 
measured at two levels: interview responses from ECE providers (center-level) and surveys from 
parents (parent-level). Differences in parent engagement were evaluated using linear regression 
(center-level) and mixed effects (parent-level) models. Statistical significance was set at p < 
0.025.   
There was no difference in parent engagement between groups at the center-level, β= -
1.45 (95% confidence interval, -4.76 to 1.87), p=0.38l. However, Cohort 2 (enhanced) had 
higher parent-level scores, β= 3.6, (95% confidence interval, 1.49 to 5.75), p<0.001, at the end of 
the 8-month intervention. The small increase observed at the parent-level occurred in spite of 
ECE providers’ low fidelity to discrete strategies. Findings show promise that appropriate 
implementation strategies can increase parent engagement with ECE-based health promotion 
interventions, but further research is warranted. 
Background 
Early care and education (ECE) settings are important targets for improving children’s 
eating and physical activity behaviors.1 A variety of policies, programs, and practices (i.e., 
innovations) within ECE settings have shown, under more tightly controlled research conditions, 
to positively influence what or how much children eat, increase their minutes of physical 
activity, and/or decrease screen time.3 However, low adoption and/or insufficient implementation 
of these evidence-based innovations has yielded mixed or moderate effects in more pragmatic 
conditions.4,5 In order to produce sustained positive change in young children’s eating and 
activity behaviors, strategies are needed to facilitate uptake and enhance implementation of 
effective innovations in ECE.13,14  
Commonly used implementation strategies for supporting evidence-based innovations in 
ECE programs include training workshops for ECE providers, supplying resources (e.g., 
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materials, activities), and providing technical assistance to carry out innovations.16 Involving 
parents with implementation of ECE center-based innovations can strengthen intervention 
effects,17,18 but few studies have fully engaged parents as active participants.23 Some innovations 
have used collaborative approaches like goal setting or family events, but most have used low-
intensity approaches such as sending home brochures or worksheets that prompt minimal parent 
involvement.17,18 Based on the limited success of previous studies, research is needed identify 
effective, acceptable, and feasible approaches to facilitate collaborative efforts between ECE 
providers and parents that enable parents to be involved with supporting children’s healthy 
eating and physical activity.13  
Healthy Me, Healthy We (HMHW) is an intervention designed to promote parent 
involvement with efforts to support healthier eating and physical activity for 3-4-year-old 
children attending ECE centers.24 The 8-month intervention was developed through a social 
marketing approach143 and included kick-off and celebration events as well as four units of 
branded, complementary educational materials (e.g., Family Guides, Activity Trackers) and 
interactive activities for use in the classroom and at home. To deliver the ECE center-based 
portion of HMHW, ECE providers received implementation support from the research team 
through educational manuals, classroom resources, two interactive educational meetings, and 
centralized technical assistance at three points throughout the intervention – before the kick-off 
event and near completion of units 1 and 3 (end of months 2 and 6 of the intervention).24 In turn, 
ECE providers were expected to provide implementation support to parents for the home-based 
portion of HMHW by providing intervention materials, prompting participation at home by 
sending reminder Our Turn cards, and inviting parents (e.g., flyers, e-mail, face-to-face) to 
participate in events at the ECE center (i.e., standard, Table 16). However, at the end of the 8-
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month intervention period, process evaluation data indicated a range of fidelity (8.4 – 29.6 on a 
scale of 35) for achieving intended levels of parent engagement (unpublished data).  
Follow-up interviews with ECE providers and parents from programs that demonstrated 
low and high levels of parent engagement with the HMHW intervention revealed ECE providers 
need to employ additional strategies to support parent involvement (Luecking et al., under 
review). ECE providers rarely inquired about parents’ experiences with the program, so 
prompting ECE providers to solicit feedback about parents’ experiences with the program at 
home and to help identify and address barriers to participation were identified as two promising 
strategies to increase parent involvement.160,161 However, the efficacy of these strategies needs to 
be investigated. Access to a delayed intervention group from cluster randomized control trial of 
HMHW (NCT02330354) offered an important opportunity to better understand the successes 
and failures of this implementation approach and further explore how to increase parent 
engagement with health promotion programs.14 The primary aim of this study was to evaluate the 
efficacy of an enhanced implementation strategy, compared to standard implementation, to 
increase parent engagement with the HMHW intervention. The authors hypothesized that ECE 
centers using the enhanced implementation strategy would have a higher score of parent 
engagement at the end of the intervention period compared to ECE centers that implemented the 
intervention as usual (standard). A secondary aim of this study was to evaluate implementation 




A quasi-experimental approach was used to evaluate the efficacy of an enhanced 
implementation strategy (i.e., enhanced, Table 16), compared to an historical control group, to 
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increase parent engagement with HMHW. The Institutional Review Board at the University of 
North Carolina at Chapel Hill approved the study protocol under expedited review, and results 
from this study are reported according to the Standards for Reporting Implementation Studies 
(StaRI).85 
Participants and recruitment 
This convenience sample included ECE centers that participated in the second of two 
waves of a larger cluster randomized trial and represented a mix of rural and suburban areas in 
central North Carolina.24 Briefly, eligibility criteria for the larger trial were centers that had: at 
least one classroom dedicated to 3-4-year-olds, a quality rating of 3 – 5 stars (on a 5-star scale) 
or exempt from quality rating, provided lunch, did not limit service exclusively to children with 
special needs, and at least one teacher and seven parents of 3-4-year-olds who consented to 
participate. The 29 ECE centers randomized to deliver HMHW during the 2016 – 2017 school 
year were designated Cohort 1 (i.e., standard implementation) and 22 ECE centers randomized to 
the delayed intervention group were eligible to participate in Cohort 2 (i.e., enhanced 
implementation) during the 2017 – 2018 school year. Upon completion of the main trial, ECE 
center directors eligible for Cohort 2 were contacted via phone and e-mail about the opportunity 
to implement HMHW and participate in this follow-up study. Directors and teachers (i.e., 
providers) signed informed consent. Only parents who completed and returned an anonymous 
survey were considered to have consented to participate in this research study. 
Measures and data collection procedures  
Data collection occurred before, during, and after the 8-month intervention period and 
involved a series of observations, structured interview questions, and self-reported survey 
measures. ECE providers received $15 compensation for completing all study measures. Due to 
the anonymous nature of surveys, parents were not offered compensation. 
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Upon entry to the study, basic demographic information including age, sex, race, 
ethnicity, and highest level of education, was collected from ECE providers and parents via a 
self-report survey. Center directors also provided information about their ECE center, including 
accreditation and other program affiliations, participation in subsidy programs, use of health 
promotion curriculum, number of children enrolled, and weekly enrollment fees. In addition, 
prior to the intervention, trained and blinded data collectors completed the document review 
component of the Environment and Policy Assessment and Observation tool.164 This tool 
identifies evidence of policies pertaining to parent engagement around nutrition, physical 
activity, screen time, and outdoor play and learning.  
Parent engagement  
The primary outcome of parent engagement was evaluated in two ways – a center-level 
indicator and parent-level indicator. The center-level measure of parent engagement was based 
on collective interview responses from directors (9 items) and teachers (6 items). Structured 
interview questions focused on implementation of the intervention in the classroom that could 
influence parent involvement (e.g., difficulty doing classroom activities; methods for distributing 
materials to parents; difficulty communicating with parents about the intervention) and ECE 
providers’ perceptions of family participation at home (e.g., evidence of children doing activities 
at home; receiving feedback from families about the intervention). The research team collected 
responses during two of the technical assistance visits, near completion of units 1 and 3. A total 
score (range 0-27) was generated through a systematic scoring process that applied two- (e.g., 
yes/no) or three-point (e.g., no/some/a lot of difficulty) scales for each item. To enhance rigor, 
two members of the research team individually coded responses and met to resolve discrepancies 
and determine final scores.  
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The parent-level measure of parent engagement was based on a self-reported survey (20 
items) regarding receipt of intervention materials, participation in kick-off and celebration 
events, understanding of the intervention, and use of materials and participation at home. 
Surveys were completed at the end of the intervention period. Individual parent scores (range 0-
45) were generated using two- (e.g., disagree/neutral or agree), three- (e.g., yes/no/unsure), or 
five-point (e.g., Likert) scales for each item. To corroborate this measure, parents in Cohort 2 
completed the short form of the Family and Provider/Teacher Relationship Quality (FPTRQ).167 
The FPTRQ measures the quality of relationships between parents and ECE providers of 
children birth to 5 years of age.166 It evaluates professional practices, attitudes, and knowledge 
about individual families that are theoretically relevant to parent engagement. Parent-level scores 
of parent engagement in the enhanced group demonstrated a medium-large statistically 
significant positive association with the FPTRQ parent total scores (r(104)=0.46, p<0.0001) and 
theoretically relevant Practice Construct (r(108)=0.54, p<0.0001). 
Implementation outcomes  
After the intervention period, ECE providers and parents in Cohort 2 completed surveys 
regarding the acceptability, appropriateness, and feasibility of the HMHW intervention.61,162 
Fidelity to the enhanced implementation strategy was evaluated via self-report surveys from ECE 
providers at the midpoint and completion of the intervention. Survey items asked about initiation 
of specific implementation strategies (e.g., Have you asked parents for feedback about their 
experience with the Healthy Me, Healthy We program?) and adherence to specified dose (e.g., 
Since September, how often have you met with or talked to parents about their experience with 





Data were assessed for normality by reviewing fit diagnostics, namely residual plots, 
when modeling parent engagement scores with demographic characteristics. No transformations 
were needed. Demographic characteristics and implementation outcomes were summarized with 
descriptive statistics, including frequencies and proportions for categorical data and means and 
standard deviations for continuous data. Chi-square tests and Fisher’s exact tests were used to 
assess differences between groups. Two-sample t-tests and Wilcoxon rank tests were used to 
evaluate differences for continuous data. 
Differences between groups for the center-level indicator of parent engagement were 
evaluated with a linear regression model that included covariates for policies regarding parent 
engagement with health promotion (identified a priori) and the mean number of years providers 
had worked at ECE centers. Differences between groups for the parent-level indicator of parent 
engagement were evaluated with a mixed effect model that included a random intercept to 
account for clustering of parents within ECE centers and covariates to adjust for trending 
differences between groups, including sex, race and ethnicity, education, and marital status. 
Effect sizes were estimated with Cohen’s d.174 Statistical significance was set at p < 0.025 and all 
statistical analyses were performed in SAS version 9.4 (SAS Institute, Inc., Cary, NC).   
Results 
This study involved 42 ECE centers – 29 centers in Cohort 1 (standard implementation) 
and 13 of 22 eligible centers (59%) that consented to participate in Cohort 2 (enhanced 
implementation). There were no differences in demographic characteristics between ECE centers 
who consented to participate and those who did not. Both cohorts similarly represented faith-
based, pre-kindergarten, and Head Start programs, were comparable regarding the number of 
children enrolled and weekly enrollment fees, and a majority accepted child care subsidies and 
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participated in the Child and Adult Care Food Program (Table 17). A total of 173 ECE providers 
and 313 parents participated in this study (Table 18). ECE providers in both groups 
predominately identified as female. About half of the providers (51%) identified as non-Hispanic 
Black and less than half (45%) reported obtaining a college or graduate degree. Groups were 
similar, except that providers in Cohort 2 had worked at their centers longer than providers in 
Cohort 1. Of the 413 families who received the enhanced implementation, 114 consented to 
participate, representing a 28% response rate (range for centers: 12 – 59%). Parents mostly 
identified as female (81%) and either non-Hispanic White (46%) or non-Hispanic Black (35%). 
About half (58%) reported they were married and had a college or graduate degree (47%). While 
there were no statistically significant differences between the cohorts, trends were noted for 
parents’ sex (p=0.08), race and ethnicity (p=0.08), education (p=0.08), and marital status 
(p=0.08).  
The unadjusted model for the center-level indicator showed no difference in parent 
engagement scores (p=0.51) between Cohort 1 (14.1 ± 3.7) and Cohort 2 (13.2 ± 5.7), with the 
small effect size (d=-0.21) favoring the standard implementation group. The adjusted model 
confirmed there was no difference in the effect of the type of implementation strategy, β= -1.45 
(95% confidence interval, -4.76 to 1.87), p=0.38. Given the sample size of centers in each group 
and desiring a two-sided test of significance with α = 0.05 and β=0.2, there was power to detect a 
standardized mean difference of 0.91. The unadjusted model for the parent-level indicator 
showed a difference in parent engagement scores (p<0.001) between Cohort 1 (standard) (21.4 ± 
8.63) and Cohort 2 (enhanced) (25.1 ± 8.7), with an ICC estimate of 0.17. The small-medium 
effect size (d=0.42) favored the enhanced implementation group. The adjusted model confirmed 
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Cohort 2 (enhanced) had higher parent-level scores of parent engagement, β= 3.6, (95% 
confidence interval, 1.49 to 5.75), p<0.001.  
Within Cohort 2 (enhanced), there was a significant relationship, p <0.001, between 
caregiver role and perceived acceptability, appropriateness, and feasibility of the HMHW 
intervention (Figure 4). ECE providers consistently were more likely to report favorable views 
than were parents regarding satisfaction with the intervention for partnering and encouraging 
healthy eating and physical activity, the practicality and suitability for partnering to encourage 
healthy eating and physical activity, and the ease with which the HMHW intervention could be 
used. Fidelity to the package of strategies for the enhanced implementation approach, however, 
was low (Table 19). Most ECE providers (50-92%) reported carrying out discrete 
implementation strategies at least once by the midpoint of the intervention period and at least 
once in the second half of the intervention (48-85%). However, adherence to the prescribed dose 
of each strategy for the duration of the intervention was consistently low (28-46%), except for 
distribution of educational materials (81%). 
Discussion 
This study is one of the first to investigate the efficacy of implementation strategies to 
increase parent involvement with health promotion interventions in ECE.120 Many innovations 
aim to involve parents, but few have included adequate implementation support.23 The small 
increase in parent engagement observed among parents who received an enhanced 
implementation approach, in spite of ECE providers’ low fidelity to discrete strategies, shows 
promise for the capacity to increase parent involvement with health promotion efforts through 
ECE. Results suggest the quality, not necessarily the quantity, of strategies or interactions 
between ECE providers and parents may be important.25 Engaging parents during the early 
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childhood period is critical but challenging,121 and there is a need for continued investigation to 
identify more effective strategies and to better characterize these strategies.176  
Similar to other studies, ECE providers expressed generally positive opinions about the 
acceptability and feasibility of the intervention.203–205 However, this study extended upon others 
by seeking parents’ opinions which, interestingly, were less favorable than ECE providers. These 
implementation outcomes can serve as indicators of implementation processes,61 and differences 
in opinions between ECE providers and parents could be a marker that parents did not receive 
adequate implementation support to participate in the program. In turn, differences in perceptions 
or lack of communication between ECE providers and parents regarding their roles with specific 
interventions, or health promotion at large, could negatively influence their ability to partner and 
ultimately influence implementation.203 Future efforts should strive to identify mutually 
acceptable and feasible strategies by continuing to engage all stakeholders throughout 
intervention design and implementation and focusing on efforts to create feedback loops, 
facilitate communication between caregivers, and explore a range of opportunities to engage 
parents.31 
Fidelity to intervention and implementation processes is critical for achieving desired 
outcomes.15 Despite the fact a large proportion of ECE providers reported trying individual 
implementation strategies, fidelity to the enhanced implementation approach for HMHW was 
quite low. Measuring fidelity and applying findings throughout the intervention period could 
identify potential issues and solutions regarding inadequate implementation and reduce the 
opportunity for “Type III errors”.206 But results also highlight the complexities of providing 
adequate implementation support for multiple levels of intervention occurring in community-
based settings like ECE centers and the importance of designing interventions with 
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implementation in mind.78 Part of those design efforts need to include more strategic selection of 
strategies that are not only effective but also feasible within the context of ECE settings.16  
This study had several limitations. First, the quasi-experimental nature of this study limits 
the inference of causality regarding the effect of the enhanced implementation strategy on parent 
engagement. However, this study design is useful when there are practical barriers to conducting 
a randomized experiment, such as that experienced when capitalizing on delayed intervention 
groups as an opportunity to refine intervention and implementation efforts, and to gain evidence 
to support future investigation.207 Second, the generalizability of this study is limited. Parents 
who participated in this study are not necessarily representative of those with lower levels of 
education or more diverse family structures. In addition, measures for parent engagement were 
created to evaluate parent engagement with HMHW. Few studies have measured parent 
engagement and have typically focused on enrollment or attendance.120,135 While the center-level 
measure may not be a sensitive or reliable measure of parent engagement, the parent-level 
measure demonstrated a medium-large, statistically significant, positive relationship with an 
existing measure (FPTRQ). Positive findings through the parent-level indicator and null findings 
from the center-level indicator could be a proxy of the different measurement approaches, but it 
emphasizes the importance of measuring elements beyond attendance and evaluating input from 
all caregivers. 
Conclusions 
This study demonstrated that an enhanced implementation approach can increase parent 
engagement with HMHW. Findings also identified important discrepancies between caregivers 
regarding acceptability and feasibility of the intervention and implementation approach. Future 
efforts should strive to not only fully characterize implementation strategies (i.e., who needs to 
do what, when, and why) but also evaluate the effectiveness for increasing parent involvement 
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with health promotion efforts and obtain input from all caregivers regarding the utility of these 
strategies. In turn, this evidence-base could be used to guide future selection and tailoring of 
implementation strategies for use within ECE settings. In summary, results show promise for 
future health promotion efforts in child care in that parent involvement can positively respond to 
appropriately designed and executed implementation efforts. However, there is a great need to 
expand efforts to support ECE providers to adequately implement innovations in ECE settings 
and include parents in those efforts. Achieving collaborations between ECE providers and 
parents will not only support implementation, but also accelerate translation and support 










Table 16. Discrete implementation strategies96 selected for early care and education providers (actors) to use with parents of 3-
4-year-old children (target) to support adoption and implementation of the Healthy Me, Healthy We intervention 
Implementation 









Teachers distribute and 
explain family guides to 
parents in person 
Parents’ knowledge 





parents to practice 
targeted behaviors 










were key source 




Remind families Teachers distribute Our 
Turn cards to parents in 
person 
Prompt families to 
do program 
activities at home 
Send home the 




At least 32 times: 
eight or more times 












Involve parents or 
other family 
members 
Directors and teachers 
invite parents to attend or 
otherwise support (e.g., 
sending food for tasting 
events) kick-off, 










their role and 
motivation to 
During the 8-month 
intervention period  
 





























Enhanced (also includes strategies from standard)  
Intervene with 
parents to enhance 
uptake and 
adherence 
Directors and teachers 
use conversation starter 
cards to initiate 
communication about 
classroom and home 
activities or general 
eating and physical 
activity behaviors, which 
may include providing 
encouragement, role 
modeling behaviors and 









healthier eating and 
physical activity  




to do a home 
activity 
 
At least 8 times: 
two or more times 




















Obtain and use 
parents' feedback 
Directors and teachers 
use follow-up 
conversation starter cards 
to initiate communication 
about experiences with 
home and classroom 
activities to evaluate 
what could be done 
differently in the delivery 
or support to deliver the 
intervention at home or 




solicit and act on 






behavior and goal) 
Initiate within 1 
week after 
prompting parents 
to do a home 
activity 
 
At least 8 times: 
two or more times 
during each of the 

































Accredited by the National Association 
for the Education of Young Children 
10 (36) 4 (31) 
Accepts child care subsidies 24 (89) 12 (92) 
Participates in the Child and Adult Care 
Food Program  
23 (79) 10 (77) 
Other program affiliationsb   
Faith-based 9 (31) 5 (38) 
NC Pre-K or other pre-kindergarten 7 (24) 2 (15) 
Head Start and/or Early Head Start 7 (24) 1 (8) 
Use health promotion curricula 11 (38) 4 (31) 
At least one policy regarding parent 
engagement with health promotion 
17 (59) 4 (31) 
Total child enrollment, mean (range) 90 (28-218) 82 (25-170) 
Weekly enrollment fees for 3-4-year old 
children, mean 
$129 $133 
a Data presented as n (%) unless otherwise noted  
b Could select all that apply 
  





Table 18. Demographic characteristics of early care and education providers (n=173) and 
parents (n=313) implementing the Healthy Me, Healthy We intervention 










Sex, female* 114 (98) 154 (80) 55 (96) 100 (89) 
Age, years (mean ± sd) 41 ± 12.2 33 ± 7.6 41 ± 13.1 33 ± 7.5 
Race and ethnicity*     
Non-Hispanic Black 60 (54) 78 (43) 29 (51) 33 (31) 
Non-Hispanic White 34 (31) 85 (47) 23 (40) 58 (54) 
Otherb 17 (15) 19 (10) 5 (9) 17 (16) 
Highest level of education completed     
Some college or lower 31 (27) 76 (40) 18 (32) 38 (34) 
Associate degree 33 (28) 22 (12) 13 (23) 16 (14) 
College degree or higher 52 (45) 90 (48) 26 (46) 57 (51) 
Years in current positionc (mean ± sd) 9 ± 8.5 - 7 ± 7.4 - 
Years working at centerc** (mean ± sd) 5 ± 5.6 - 9 ± 8.8 - 
Marital statusd*     
Married or domestic partnership - 109 (58) - 74 (69) 
Not married - 78 (42) - 34 (31) 
a Data presented as n (%) unless otherwise noted and percentages may not sum to 100 due to rounding 
b Other race and ethnicity includes American Indian/Alaska Native, Asian, Hispanic or Latino, and more than one 
race| 
c Not measured for parents 
d Not measured for providers 
* p = 0.08 for difference between parent groups 





Figure 4. Acceptability, appropriateness, and feasibility ratings of the Healthy Me, Healthy 
We intervention by early care and education (ECE) providers (n=57) and parents (n=114) 
in Cohort 2 (enhanced). Differences in proportion of responses by providers and parents all 







Table 19. Early care and education providers’ (n=54) fidelity to the enhanced 
implementation approach for the Healthy Me, Healthy We intervention 
 Initiated during 
first half of 
intervention 
n (%) 
Initiated or continued 






materialsa 36 (92) 33 (85) 31 (81) 
Remind familiesa 27 (69) 30 (77) 18 (46) 
Involve parents or other 
family members 
45 (83) 46 (85) 18 (33) 
Intervene with parents to 
enhance uptake and 
adherence 
27 (50) 26 (48) 15 (28) 
Obtain and use parents' 
feedback 
39 (72) 42 (78) 25 (46) 
All strategies 19 (35) 19 (35) 8 (15) 




CHAPTER 7: SYNTHESIS 
Overview of findings 
Dietary and physical activity behaviors in early childhood play a critical role in growth, 
development, and future health. Nearly one in three children spend significant amounts of time in 
early care and education (ECE) centers each week, implicating ECE centers as important targets 
for widespread public health impact.1,52 A variety of policies, programs, and practices (i.e., 
innovations) within ECE settings have been shown to positively influence children’s dietary and 
physical activity behaviors. However, at a larger scale, effects are mixed, often because ECE 
centers do not adopt innovations or fall short in consistently implementing them.6,8 Parents can 
potentiate the effects of multilevel obesity preventions in ECE,17 but previous efforts to involve 
parents with the implementation of ECE center-based innovations have had limited success.  
These investigations addressed gaps in research related to understanding the successes 
and failures of implementation of complex innovations in ECE centers; identifying barriers and 
facilitators of a largely understudied, but effective, implementation strategy (involving parents); 
and testing the efficacy of enhanced implementation strategies to increase parent involvement 
with health promotion efforts. The overall purpose of this research was to critically evaluate the 
implementation process of Healthy Me, Healthy We (HMHW), identify barriers and facilitators 
of parent engagement with the program, and to test innovative strategies for increasing parent 
engagement in HMHW that would be generalizable to other health promotion interventions 
delivered through ECE centers.  
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HMHW is an innovation designed to promote larger parent involvement with efforts to 
support healthier eating and physical activity for 3-4-year-old children attending ECE. However, 
preliminary analyses indicated no effect on improving children’s diet quality or minutes of non-
sedentary physical activity. An in-depth review and novel combination of process evaluation 
data yielded a measure of fidelity that identified decreasing degrees of implementation between 
the ECE center and parents. The generally low fidelity to delivery of HMHW (mean 17.4 out of 
35) suggests that the lack of an observable effect on children’s diet or physical activity may be a 
result of inadequate implementation at multiple levels of the program. ECE providers most 
frequently cited ECE curriculum (30%) and parent engagement (29%) as barriers to 
implementing the program as intended.  
Upon further investigation, it was apparent ECE centers demonstrated a range of parent 
engagement with HMHW. We were able to capitalize on these differences by selecting centers 
categorized as representing the lowest and highest levels of engagement and to identify 
similarities and differences among these centers that might be key barriers and facilitators of 
parent engagement in a health promotion program like HMHW. This included characterizing 
how directors, teachers, and parents talked about parent engagement. It was evident, in this study 
and the larger literature, the term ‘parent engagement’ is commonly used but less universally 
defined. We did in fact detect notable differences between the low and high engagement groups 
regarding general approaches for communication and messaging around nutrition and physical 
activity, types of opportunities for parent engagement, and organizational-level factors 
influencing approaches to parent engagement. More specifically, differences were apparent in 
the center culture/philosophy on working for (low engagement) or with (high engagement) 
parents and communication amongst staff was perceived to be disjointed (low engagement) or 
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seamless (high engagement). Differences in communication extended to interactions between 
ECE providers and parents, with low engagement centers demonstrating more one-way 
communication, less interaction with parents around health promotion topics, and a focus on the 
child rather than considering the child as part of a family unit. High engagement centers 
exhibited more two-way communication, actively supported parents to achieve healthier habits at 
home, and focused on getting to know a family and their context. 
The differences in communication between ECE providers and parents at low and high 
engagement centers were identified as potential targets for improving parent engagement with 
HMHW. ECE providers rarely inquired about parents’ experiences with the program. As such, 
prompting ECE providers to solicit feedback about parents’ experiences with HMHW at home 
and to identify and address barriers to participation were identified as two promising strategies to 
increase parent involvement. In evaluating the efficacy of these strategies, results were mixed. 
There was no difference in parent engagement between implementation approaches at the center-
level, β= -1.45 (95% confidence interval, -4.76 to 1.87), p=0.38l, but the addition of these extra 
strategies made small, but statistically significant increases in parent engagement measured at the 
parent-level β= 3.6, (95% confidence interval, 1.49 to 5.75), p<0.001. This small increase 
occurred in spite of ECE providers’ low fidelity to the prescribed implementation strategies. 
Findings also identified important discrepancies between ECE providers and parents regarding 
the acceptability and feasibility of the intervention and implementation approach, with ECE 
providers having more favorable opinions. 
In summary, this research can inform future efforts to involve parents in health promotion 
through ECE centers. Multilevel interventions are complex to implement, and these results 
highlight the significance of selecting appropriate implementation strategies for each level of 
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intervention (i.e., ECE providers and parents). A number of barriers and facilitators of parent 
engagement with health promotion programs were identified, and different or additional 
implementation strategies are needed to address these barriers in ways that enable ECE providers 
and parents to be active partners. Findings from these studies show promise for future health 
promotion efforts in ECE indicating that parent involvement can be improved with appropriately 
designed and executed implementation efforts. 
Limitations and strengths 
Limitations 
While contributing to evidence on implementation of health promotion programs in ECE 
centers, this research has several limitations that should be considered. First, efforts were made 
to investigate and interpret findings in a global sense; however, all of these investigations were 
conducted within the context of a single health promotion intervention, HMHW, in central North 
Carolina. Thus, the generalizability of results may be limited. ECE centers that participated in 
these studies appeared to represent a biased sample in that they largely participated in the Child 
and Adult Care Food Program (CACFP) and represented a higher proportion of centers that have 
national accreditation. Participation in CACFP indicates the ECE centers in this sample serve 
families with low socioeconomic status and national accreditation typically signifies higher 
quality centers. While the demographic profiles of families slightly varied for each study, in 
general, parents had higher levels of education and did not necessarily reflect a more diverse 
family structure. Finally, we recognize that in relying on parent volunteers, we may be missing 
representation from the type of “unengaged” parents ECE providers frequently express 
frustration about.  
Second, implementation is complex, and measuring implementation poses several 
challenges. This study included many process measures and indicators of implementation 
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outcomes. Although extensive, measures could have benefitted from more systematic 
organization to capture all the specified intervention components and prescribed implementation 
strategies. This includes more objective measures of implementation support provided by the 
research team (i.e., during training and technical assistance). In addition, comprehensive 
evaluation at more frequent intervals of how the intervention was delivered at the ECE center 
and at home as well as the implementation support provided by ECE providers could have 
allowed for a time-oriented assessment (e.g., did it decrease over time?). While there is no 
shortage of instruments to measure a variety of implementation outcomes, rarely are they 
generalizable and/or evaluated for psychometric properties.208 As a result, many of the indicators 
of implementation outcomes (e.g., acceptability, fidelity) were created solely for this program 
and/or from available data sources, implicating a lack of generalizability beyond this program. 
The psychometric properties of these indicators were not evaluated and thus caution is warranted 
in interpreting results, as the reliability or validity of indicators is unknown. Efforts were taken to 
improve upon these in Aim 3 by incorporating a short measure of implementation outcomes with 
promising psychometric properties162 and gathering self-report from teachers about prescribed 
implementation strategies. Yet, limitations with self-report measures remained. 
We acknowledge a related limitation regarding the use of composite, center-level scores 
for fidelity and parent engagement. While the organization at-large creates an environment for 
implementation and/or parent engagement, implementation was initiated within classrooms and 
therefore teachers and families within classrooms may have had different experiences within the 
same center. In Aim 1, process evaluation data were not able to link children to a classroom, but 
in Aim 3 efforts were taken to link children to teachers. However, the relatively small numbers 
of children in each classroom prevented any further analyses in this manner. In the future, 
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measurement should aim to link all levels of implementation so that results can be clearly 
interpreted. 
Finally, although the use of mixed methods for each aim of this study enhanced the depth 
and perspective of knowledge, the timing of measurements of all aims and the quasi-
experimental nature of Aim 3 limits the inference of causality. Quasi-experimental designs are 
useful when there are practical barriers to conducting a randomized experiment and generate 
evidence to support future investigation.207 However, a variety of research designs are available 
to more rigorously evaluate the effect of implementation strategies, including randomized and 
non-randomized designs, and these should be employed in future endeavors.64 
Strengths 
In consideration of the limitations, this research has several strengths. These studies were 
embedded within an ongoing cluster randomized trial in early phases of research. The critical 
examination of the implementation process and context as part of a type I hybrid approach 
helped clarify results of the effectiveness trial. In turn, the delayed control group provided an 
opportunity to apply early findings and evaluate modifications, thus strengthening and expediting 
the research translation process.2,65 Second, many investigations to barriers and facilitators of 
parent engagement have been completed prior to developing or implementing an intervention to 
gain insight to what people think they need or want. While an important part of the intervention 
planning process,200 this study utilized ECE providers and parents who recently completed 
participation in HMHW. This provided a concrete, but less frequently reported, opportunity to 
identify what worked and what could be better, particularly regarding interactions between 
parents and ECE providers related to HMHW.201  
This was one of the first studies to explicitly target parent engagement as an 
implementation strategy for supporting health promotion efforts in ECE centers. Many 
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innovations aim to involve parents in some capacity, but few studies have measured parent 
engagement. Parent engagement has typically been defined or measured as enrollment in a 
program or attendance at program events, but parent engagement is in fact an ongoing interaction 
between ECE providers and parents and measurement should reflect this. This research extended 
the conceptualization of parent engagement by creating a comprehensive indicator that used data 
sources provided by both ECE providers and parents, as well as some observation and contextual 
factors. Scores from this indicator consistently demonstrated medium-large, statistically 
significant, positive correlations with an existing measure (the Family and Provider/Teacher 
Relationship Quality Measure)166 about relationship quality between teachers and parents. 
Although created solely for this program, and therefore limiting the generalizability of its use, 
the concepts are relevant and important for future measurement efforts related to parent 
engagement.  
 Another strength of this research included the application of a variety of evaluation, 
determinant, and practical frameworks. RE-AIM,32 one of the most widely used evaluation 
frameworks, guided evaluation efforts for Aims 1 and 3. These findings in conjunction with 
forthcoming results from other studies also planning to use RE-AIM will contribute 
generalizable knowledge about translating health promotion programs for wider use in the ECE 
setting. Application of a determinant framework (the Consolidated Framework for 
Implementation Research)35 and practical framework (Epstein’s framework for 
school/family/community partnerships)34 allowed for more thorough investigation into and 
identification of barriers and facilitators for parent engagement than had previously existed and 
could inform future efforts to address barriers and facilitators. In summary, application of 
multiple frameworks allowed for more comprehensive evaluation and exploration that 
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contributed generalizable knowledge regarding determinants of implementation and the selection 
of implementation strategies to identified barriers.116 
Finally, the design and analytic approaches of each of these studies incorporated 
perspectives of all stakeholders and in-depth mixed methods. Previously, parents’ voices have 
been missing in conversations about their involvement in health promotion efforts through ECE 
centers. Each of these studies included input from both parents and ECE providers and 
highlighted important discrepancies in experiences with HMHW and general perceptions about 
parent engagement that will need to be addressed in future endeavors. The integration of 
qualitative and quantitative data at various phases of the design and evaluation process provided 
in-depth understanding that may have otherwise been missed. 
Future research directions 
Building upon the findings and limitations identified above, several opportunities present 
great promise for future endeavors to contribute to the evidence base about implementation of 
health promotion programs in ECE centers and beyond.  
Implementation processes and strategies 
This study contributes to widely documented evidence that effectiveness of innovations is 
highly dependent upon the degree to which innovations are implemented. Perhaps similar to 
many other failed efforts to improve children’s dietary or physical activity behaviors, 
implementation was less than prescribed. Successful implementation processes typically include 
cyclical patterns of planning courses of action to build collective and individual capacity for 
using an intervention, engaging a team to guide implementation efforts, executing the 
implementation strategy with fidelity, and continually evaluating and reflecting on 
implementation efforts.35 However, findings indicate ECE centers did not typically use or follow 
formal implementation processes, aside from the limited touchpoints included as part of research 
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design. Evaluation of the effect of formal implementation processes on the consistency and 
quality with which health promotion innovations are implemented is warranted. 
Similar to other studies, technical assistance was viewed by ECE providers to be an 
essential facilitator of HMHW. Future research should explore incorporating use of existing, 
sustainable models of technical assistance in which health promotion programs or professional 
development regarding health promotion topics and parent engagement could be included. More 
specifically, research is needed to explore the sources and formats of technical assistance 
required to adequately support ECE providers to not only deliver intervention components within 
their center or classroom, but also effectively engage parents with health promotion efforts. 
Likewise, this research highlighted a number of organizational and individual factors that may 
positively or negatively influence implementation. Evaluating organizational capacity prior to 
initiating a program may provide an opportunity to tailor implementation support to address 
underlying barriers.168,209 
Lessons learned from these studies provided valuable insight for future consideration in 
order to better design with dissemination and implementation in mind. Evidence in this study, 
and more generally, suggests the quality, not the quantity of strategies or interactions between 
ECE providers and parents may be important.25 ECE providers and parents alike want to support 
healthier habits for children. They may not feel they can do something ‘extra’ but perhaps can 
modify something they already do. As such, we need to do better in making evidence-informed 
decisions for strategically selecting strategies that map on to existing routines, practices, or 
structures. Capitalizing on advanced factorial study designs like the Multiphase Optimization 
Strategy Implementation Trials or Sequential Multiple Assignment Randomized Implementation 
Trial could support the identification of minimally effective doses of implementation strategies 
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to simultaneously reduce burden of participants and improve effects.64 Other ideas for future 
investigation that align with aiming to improve the quality and decrease the quantity of strategies 
ECE providers use to involve parents with health promotion efforts include the process and 
effects of de-implementation of ineffective practices.210  
The decrease in implementation observed across multiple levels of intervention highlights 
the importance of selecting appropriate strategies for each level of implementation. Barriers and 
facilitators of parent engagement identified in this study extend across multiple levels of the 
ecological framework (e.g., parents and ECE providers, their interactions, organizational factors 
of the ECE center). Systematic planning processes similar to those used for intervention 
development should be applied to selecting the implementation strategies that address barriers.177 
Future efforts should strive to fully characterize implementation strategies (i.e., who needs to do 
what, when, and why) a priori and comprehensively document adaptations of what actually 
happened.176 In addition, further consideration of overlap or specification of associated behavior 
change techniques that describe the individual-level behavior change within implementation 
strategies could improve the specification and understanding of how implementation strategies 
are working, or not (manuscript in preparation). All of this evidence can provide actionable 
insight on inevitable adaptations that will inform future selection and design of implementation 
strategies as well as facilitate translation between research and practice.  
Further explorations into parent engagement 
Contrary to widely held notions by ECE providers, parents indicated they are interested 
and willing to work with ECE providers in supporting healthier habits. Findings demonstrate a 
clear need to learn more about the interactions between ECE providers and parents, both in 
general and specific to health promotion efforts. Within the Head Start model for ECE, there 
have been recent distinctions between parent involvement and family engagement.163 Parent 
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involvement refers to parents participating in activities and taking advantage of opportunities at 
the ECE center, while family engagement refers to interactive relationship-building processes 
between ECE providers and parents. This spectrum of opportunities confirms findings from this 
study that a variety of opportunities are needed to meet the needs of both ECE providers and 
parents regarding partnership in health promotion efforts. This spectrum introduces a menu of 
options to target different levels of involvement or engagement and warrants further exploration 
into its applicability for ECE health promotion programs. Examples of specific opportunities and 
strategies that should be investigated for their ability to facilitate ongoing collaborations between 
ECE providers and parents that contribute to healthier habits for children include – connecting 
families with existing community resources; incorporating nutrition and physical activity into 
evaluations and discussion for developmentally appropriate goals; asking for and providing 
feedback from one another, and sharing planning efforts between ECE providers and parents to 
create activities that reflect food and active leisure traditions of families. 
Public health impact and summary 
Early childhood is a critical period of influence for future health. ECE centers are an 
important outlet to reach young children and their families and to support the development of 
healthier behaviors. This research proposes that in order to achieve levels of implementation 
necessary to achieve widespread public health impact, more emphasis is needed on providing 
adequate implementation support for each level of implementation. In particular, ECE providers 
need additional assistance or different techniques for involving parents in health promotion 
efforts.  
Many of the barriers and opportunities for facilitating parent involvement that were 
identified in this research center on interactions between ECE providers and parents. ECE 
providers, along with other professionals in the community who intersect with families, have the 
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challenge of wearing multiple hats when delivering complex interventions. This includes acting 
as an interventionist in the classroom but then serving as both technical assistance provider and a 
partner for families. In addition, ECE providers often bear heavy workloads and have less 
training than what is required to implement HMHW or similar programs. This research 
highlights the need for ongoing professional development that is both content specific (e.g., 
nutrition, physical activity) and supports development of interpersonal skills (i.e., engaging with 
families). Such approaches could be disseminated through existing state-level organizations that 
provide technical assistance (e.g., Child Care Services Association or Child Care Resource and 
Referral Council).   
Finally, this research demonstrates potential for increasing parent involvement with 
health promotion efforts through targeted selection of implementation strategies. Continued 
efforts to better understand what strategies work for whom and under what conditions, so that 
minimal burden is placed on those implementing programs, can augment the impact. In short, 
developing and sustaining collaborations between ECE providers and parents will support 
implementation of health promotion innovations. Collaborations will also accelerate translation 
and support sustainability of innovations that will yield longer-term benefits of improved health 




APPENDIX 1: MODIFIED EARLY CHILDHOOD ORGANIZATIONAL READINESS 
MEASURE COMPLETED BY DIRECTORS AND TEACHERS 
DIRECTOR MEASURE 
 
For the following questions, mark how much you disagree or agree with the statement.  
There is no right or wrong answer. Your answers will remain confidential.  
 Never Rarely Sometimes Always 
1. You currently have a computer in your 
personal office ᴑ ᴑ ᴑ ᴑ 
2. You have easy access to the Internet at 
work ᴑ ᴑ ᴑ ᴑ 
3. You have used the Internet to obtain 
information regarding professional 
education and training 
ᴑ ᴑ ᴑ ᴑ 
4. You use the Internet (email, bulletin 
boards) to communicate with your staff ᴑ ᴑ ᴑ ᴑ 
5. Staff at your center has easy access to 
computers at work ᴑ ᴑ ᴑ ᴑ 
6. Staff at your center uses computers at 
work for obtaining professional education 
and training 
ᴑ ᴑ ᴑ ᴑ 
7. Staff at your center has easy access to 
Internet while at work ᴑ ᴑ ᴑ ᴑ 
8. Staff at your center has convenient 





Disagree Uncertain Agree 
Agree 
Strongly 
9. The formal and informal 
communication channels in 
your center work very well 
ᴑ ᴑ ᴑ ᴑ ᴑ 
10. Staff and teachers are 
always kept well Informed of 
new requirements 
ᴑ ᴑ ᴑ ᴑ ᴑ 
11. Staff members always feel 
free to ask questions and 
express concerns about 
implementing new programs 








Disagree Uncertain Agree 
Agree 
Strongly 
12. Staff at your center get 
along very well ᴑ ᴑ ᴑ ᴑ ᴑ 
13. The staff at your center 
always work together as a 
team 
ᴑ ᴑ ᴑ ᴑ ᴑ 
14. Staff at your center are 
always quick to help each 
other when needed 
ᴑ ᴑ ᴑ ᴑ ᴑ 
15. Some staff at your center 
do not do their fair share of 
work 
ᴑ ᴑ ᴑ ᴑ ᴑ 
16. Staff members at your 
center show stress and strain ᴑ ᴑ ᴑ ᴑ ᴑ 
17. Staff members have a high 
workload  ᴑ ᴑ ᴑ ᴑ ᴑ 
18. The heavy workload at 
your center reduces your 
effective implementation of 
new programs 
ᴑ ᴑ ᴑ ᴑ ᴑ 
19. Staff members are under 
too many pressures to do their 
job effectively 
ᴑ ᴑ ᴑ ᴑ ᴑ 
20. There are enough staff at 
your center to meet the 
children’s needs for: 
     
       a. Nutrition education 
implementation ᴑ ᴑ ᴑ ᴑ ᴑ 
       b. Physical activity 
implementation ᴑ ᴑ ᴑ ᴑ ᴑ 
21. Frequent staff turnover is a 





Disagree Uncertain Agree 
Agree 
Strongly 
22. Staff members think there 
are too many rules at your 
center 
ᴑ ᴑ ᴑ ᴑ ᴑ 
23. Staff members are given 
broad authority in 
implementing new program 
objectives 
ᴑ ᴑ ᴑ ᴑ ᴑ 
24. Staff members at your 
center often try out different ᴑ ᴑ ᴑ ᴑ ᴑ 
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techniques to improve upon 
and implement programs 
25. The general attitude at 
your center is to use new 
methods to improve children’s 
health 
ᴑ ᴑ ᴑ ᴑ ᴑ 
26. You and your staff are 
willing to try new ideas about 
nutrition and physical activity 
for early childhood 
ᴑ ᴑ ᴑ ᴑ ᴑ 
27. You encourage your staff 
to try new and different 
programs 
ᴑ ᴑ ᴑ ᴑ ᴑ 
28. You can change 
procedures at your center 
quickly to meet new guidelines 
ᴑ ᴑ ᴑ ᴑ ᴑ 
29. Your center is too cautious 
or slow to make changes ᴑ ᴑ ᴑ ᴑ ᴑ 
30. You and your staff 
consistently carry out your 
plans when implementing new 
programs or techniques 





Disagree Uncertain Agree 
Agree 
Strongly 
31. Current pressures to make 
program changes related to 
child health come from: 
     
       a. Parents and families  ᴑ ᴑ ᴑ ᴑ ᴑ 
       b. Staff members and 
teachers ᴑ ᴑ ᴑ ᴑ ᴑ 
       c. Administration and 
board members ᴑ ᴑ ᴑ ᴑ ᴑ 
       d. Funding and oversight 
agencies ᴑ ᴑ ᴑ ᴑ ᴑ 
       e. Accreditation or 
licensing authorities ᴑ ᴑ ᴑ ᴑ ᴑ 
32. Your staff and center need 
more training for: 
     
       a. Early childhood 
nutrition education ᴑ ᴑ ᴑ ᴑ ᴑ 
       b. Early childhood 





Disagree Uncertain Agree 
Agree 
Strongly 
       c. New laws or regulations 
for early childhood nutrition 
and physical activity 
ᴑ ᴑ ᴑ ᴑ ᴑ 
       d. Engaging parents in 





Disagree Uncertain Agree 
Agree 
Strongly 
33. You frequently discuss new 
program implementation ideas 
with your staff 
ᴑ ᴑ ᴑ ᴑ ᴑ 
34. Staff readily implement 
your ideas for new programs 
and changing procedures 
ᴑ ᴑ ᴑ ᴑ ᴑ 
35. Staff seek your opinion on 
issues related to program 
implementation 
ᴑ ᴑ ᴑ ᴑ ᴑ 
36. Staff readily follow your 
leadership and you are viewed 
as a strong leader 
ᴑ ᴑ ᴑ ᴑ ᴑ 
37. Staff training and 
continuing education are 
priorities at my center 
ᴑ ᴑ ᴑ ᴑ ᴑ 
38. The budget at my center 
allows staff to attend 
professional development 
trainings each year 
ᴑ ᴑ ᴑ ᴑ ᴑ 
39. You do a good job of 
regularly updating and 
improving your skills 
ᴑ ᴑ ᴑ ᴑ ᴑ 
40. Our center hold regular 





For the following questions, mark how often you do or have issues with the following. 
 Never Rarely Sometimes Always 
41. Do you or your staff 
regularly: 
    
       a. Ask parents to provide 
snacks or food For events at your 
school? 
ᴑ ᴑ ᴑ ᴑ 
       b. Provide or connect parents 
with parent education workshops 
or activities? 
ᴑ ᴑ ᴑ ᴑ 
       c. Communicate with your 
parents about their child’s eating 
habits at school? 
ᴑ ᴑ ᴑ ᴑ 
       d. Communicate with your 
parents about their child’s 
physical activity habits at school? 
ᴑ ᴑ ᴑ ᴑ 
42. How often would you say that 
each of the following are issues 
for obtaining training for you or 
your staff? 
    
       a. Cannot afford training 
costs ᴑ ᴑ ᴑ ᴑ 
       b. Staff are not paid for the 
time spend training ᴑ ᴑ ᴑ ᴑ 
       c. Staff are not interested in 
training beyond the required 
hours 
ᴑ ᴑ ᴑ ᴑ 
       d. Lack of funding for 
substitutes to replace those 
attending training 









For the following questions, mark how much you disagree or agree with the statement.  
There is no right or wrong answer, and your answers will remain confidential.  
 Disagree 
Strongly 
Disagree Uncertain Agree 
Agree 
Strongly 
1. Staff at your center get 
along very well ᴑ ᴑ ᴑ ᴑ ᴑ 
2. Staff at your center always 
work together as a team ᴑ ᴑ ᴑ ᴑ ᴑ 
3. Staff at your center are 
always quick to help each 
other when needed 
ᴑ ᴑ ᴑ ᴑ ᴑ 
4. Some staff at your center do 
not do their fair share of work ᴑ ᴑ ᴑ ᴑ ᴑ 
5. You and other staff 
members show stress and 
strain related to your job  
ᴑ ᴑ ᴑ ᴑ ᴑ 
6. You have a high workload  ᴑ ᴑ ᴑ ᴑ ᴑ 
7. The heavy workload at your 
center reduces your effective 
implementation of new 
programs  
ᴑ ᴑ ᴑ ᴑ ᴑ 
8. You are under too many 
pressures to do your job 
effectively  





Disagree Uncertain Agree 
Agree 
Strongly 
9. Staff members think there 
are too many rules at your 
center 
ᴑ ᴑ ᴑ ᴑ ᴑ 
10. Staff members at your 
center are given broad 
authority in implementing new 
program objectives 
ᴑ ᴑ ᴑ ᴑ ᴑ 
11. Staff members at your 
center often try out different 
techniques to improve upon 
and implement programs 
ᴑ ᴑ ᴑ ᴑ ᴑ 
12. It is easy to change 
procedures at your center to 
meet new conditions 





Disagree Uncertain Agree 
Agree 
Strongly 
13. The general attitude at 
your center is to use new 
programs and technology 
ᴑ ᴑ ᴑ ᴑ ᴑ 
14. You are encouraged at 
your center to try new and 
different techniques 
ᴑ ᴑ ᴑ ᴑ ᴑ 
15. You are confident that you 
have skills to effectively do 
your job 
ᴑ ᴑ ᴑ ᴑ ᴑ 
16. You consistently carry out 
your plans when implementing 
new programs or techniques 





Disagree Uncertain Agree 
Agree 
Strongly 
17. Current pressures to make 
program changes related to 
child health come from: 
ᴑ ᴑ ᴑ ᴑ ᴑ 
       a. Parents and families 
being served ᴑ ᴑ ᴑ ᴑ ᴑ 
       b. Center director or 
manager ᴑ ᴑ ᴑ ᴑ ᴑ 
       c. Administration and 
board members ᴑ ᴑ ᴑ ᴑ ᴑ 
       d. Funding and oversight 
agencies ᴑ ᴑ ᴑ ᴑ ᴑ 
       e. Accreditation or 
licensing authorities ᴑ ᴑ ᴑ ᴑ ᴑ 
18. You and other staff at your 
center need more training for:  ᴑ ᴑ ᴑ ᴑ ᴑ 
       a. Early childhood 
nutrition education ᴑ ᴑ ᴑ ᴑ ᴑ 
       b. Early childhood 
physical activity education ᴑ ᴑ ᴑ ᴑ ᴑ 
       c. New laws or regulations 
for early childhood nutrition 
and physical activity 
ᴑ ᴑ ᴑ ᴑ ᴑ 
       d. Engaging parents in 









Disagree Uncertain Agree 
Agree 
Strongly 
19. Your center encourages 
and supports professional 
growth 
ᴑ ᴑ ᴑ ᴑ ᴑ 
20. You have enough 
opportunities to keep your 
skills up-to-date 
ᴑ ᴑ ᴑ ᴑ ᴑ 
21. You do a good job of 
regularly updating and 
improving your skills 
ᴑ ᴑ ᴑ ᴑ ᴑ 
22. You are satisfied with the 
training and workshops 
available to you for 
professional growth 
ᴑ ᴑ ᴑ ᴑ ᴑ 
23. In your center, it is easy for 
staff to adopt and use new 
programs or techniques 
learned at trainings 
ᴑ ᴑ ᴑ ᴑ ᴑ 
24. In your center, 
management recommends or 
supports new programs for use 
by all staff 
ᴑ ᴑ ᴑ ᴑ ᴑ 
25. In your center, new 
programs learned at trainings 
get discussed or presented at 
staff meetings 
ᴑ ᴑ ᴑ ᴑ ᴑ 
26. You and other staff 
members frequently discuss 
new program implementation 
ideas with your center 
leadership 
ᴑ ᴑ ᴑ ᴑ ᴑ 
27. You and other staff 
members frequently share 
your knowledge of new 
program ideas with your 
leadership and other staff 
ᴑ ᴑ ᴑ ᴑ ᴑ 
28. You and other staff 
members readily follow the 
opinions of leadership at your 
center 
ᴑ ᴑ ᴑ ᴑ ᴑ 
29. The formal and informal 
communication channels in 
your center work very well 
ᴑ ᴑ ᴑ ᴑ ᴑ 
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30. Staff and teachers are 
always kept well informed of 
new requirements 
ᴑ ᴑ ᴑ ᴑ ᴑ 
31. Staff members always feel 
free to ask questions and 
express concerns about 
implementing new programs 
ᴑ ᴑ ᴑ ᴑ ᴑ 
 
 
For the following questions, mark how often you or parents do the following. 
 Never Rarely Sometimes Always 
32. You ask parents to provide 
snacks or food for events at your 
school 
ᴑ ᴑ ᴑ ᴑ 
33. You ask parents to 
participate and volunteer at 
events at the school 
ᴑ ᴑ ᴑ ᴑ 
34. You provide or connect 
parents with parent education 
workshops or activities 
ᴑ ᴑ ᴑ ᴑ 
35. You communicate with your 
parents about their child’s eating 
habits at school 
ᴑ ᴑ ᴑ ᴑ 
36. You communicate with your 
parents about their child’s 
physical activity habits at school 
ᴑ ᴑ ᴑ ᴑ 
37. The parents communicate 
with you regarding their child’s 
eating habits at home 
ᴑ ᴑ ᴑ ᴑ 
38. The parents communicate 
with you regarding their child’s 
physical activity habits at home 






APPENDIX 2: SURVEY TO IDENTIFY DISCRETE IMPLEMENTATION 
STRATEGIES COMPLETED BY DIRECTORS AND TEACHERS 
DIRECTOR MEASURE 
We would like to learn how you used the Healthy Me, Healthy We Program at your center, 
including what techniques you used to connect parents to the program.  
There are no right or wrong answers – you may have done some or none of these things.  
 
 
Before starting the Healthy Me, Healthy We program… No Yes 
1. Did staff members ever talk about whether they are 
concerned about healthy eating or physical activity habits of 
the children or families at your center? 
ᴑ ᴑ 
2. Did you ever have conversations with parents about their 
concerns regarding their child’s eating or physical activity 
habits? 
ᴑ ᴑ 
3. Did your staff members discuss whether Healthy Me, 
Healthy We was the 'right' program to address healthy eating 
and physical activity habits with the families at your center? 
ᴑ ᴑ 
4. Did you talk with parents about whether Healthy Me, 
Healthy We was the 'right' program to work together to 
promote healthy eating and physical activity habits? 
ᴑ ᴑ 
5. Did staff members talk about their interest or readiness to 
deliver the program? 
ᴑ ᴑ 
6. Other than the information collected for this research study, 
has your center ever collected any information about the eating 
or physical activity habits of children at your center? 
ᴑ ᴑ 
7. In thinking about the training you received about how to 
deliver the Healthy Me, Healthy We program, have you taken 
steps to modify your delivery of the program so that it is a 
better fit for your center and the families you serve? 
ᴑ ᴑ 
8. Have you told staff the Healthy Me, Healthy We program is 
a priority? 
ᴑ ᴑ 
9. Have you told parents that doing Healthy Me, Healthy We 













Have you… No Yes 
10. Talked with other staff members about barriers or 
challenges to delivering the Healthy Me, Healthy We program 
at your center? 
ᴑ ᴑ 
11. Worked with other staff members to come up with ideas for 
overcoming identified barriers or challenges to delivering the 
Healthy Me, Healthy We program?  
 
          11a. If yes, have you tried these ideas or new approaches 








12. Talked with other staff members about anyone or anything 
at the center that has supported the delivery of the Healthy Me, 
Healthy We program? 
ᴑ ᴑ 
 
Have you… No Yes 
13. Talked with other staff members specifically about barriers 
or challenges to getting parents involved with the Healthy Me, 
Healthy We program? 
ᴑ ᴑ 
14. Worked with other staff members to come up with ideas for 
overcoming identified barriers or challenges to getting parents 
involved with the Healthy Me, Healthy We program? 
ᴑ ᴑ 
15. Worked with parents to come up with ideas for overcoming 
identified barriers or challenges to doing Healthy Me, Healthy 
We activities at home? 
 
          15a. If yes, have you tried these ideas or new approaches 








16. Talked with other staff members specifically about anyone 
or anything at the center that has helped get parents involved 
with the Healthy Me, Healthy We program? 
ᴑ ᴑ 
17. Did your center create a formal plan for implementing the 
Healthy Me, Healthy We program? For example, this might 
include: describing the purpose of using the program at your 
center, defining what and who will be affected by the program, 
your timeline, your goals, or performance measures.  
 







18. In order to deliver the Healthy Me, Healthy We program, 
have you needed to delegate any teaching responsibilities or get 
additional support? 
ᴑ ᴑ 
19. Do staff members have dedicated time to meet and review 
how implementation of the Healthy Me, Healthy We program 





Have you documented… No Yes 
20. Plans to deliver Healthy Me, Healthy We classroom 
activities?  
ᴑ ᴑ 
21. Plans to connect with parents about Healthy Me, Healthy 
We activities and messages? 
ᴑ ᴑ 
22. Whether Healthy Me, Healthy We activities were actually 
done in the classroom? 
ᴑ ᴑ 
23. Whether materials were sent home to parents? ᴑ ᴑ 
24. Which parents you have been able to connect with about the 




Have you… No Yes 
25. Provided feedback to teachers about how they are 
delivering the Healthy Me, Healthy We program in the 
classroom or to parents? 
ᴑ ᴑ 
26. Received feedback from parents about their experience 
with the Healthy Me, Healthy We program? 
ᴑ ᴑ 
27. Asked parents for feedback about their experience with the 
Healthy Me, Healthy We program?  
ᴑ ᴑ 
28. Collected any other information about how the Healthy Me, 
Healthy We program is going? 
ᴑ ᴑ 
29. Based on feedback you have received or information you 
have collected about the implementation of the Healthy Me, 
Healthy We program, have you changed anything about how 





Have you… No Yes 
30. Had any meetings to teach parents or other community 
members about the Healthy Me, Healthy We program? 
ᴑ ᴑ 
31. Given parents any opportunities to have hands-on learning 
about the Healthy Me, Healthy We program activities or 
healthy eating and physical activity messages? 
ᴑ ᴑ 
32. Developed any additional materials for parents to help 
them learn about or use the Healthy Me, Healthy We program 
materials at home?  
ᴑ ᴑ 
33. Invited parents to help with the kick-off or specific Healthy 







Have you… No Yes 
34. Given parents Unit 1 Family Guides?  ᴑ ᴑ 
35. Given parents Unit 2 Family Guides? ᴑ ᴑ 
36. Invited parents to do specific Healthy Me, Healthy We 
activities at home? 
ᴑ ᴑ 
37. Given parents at least one Our Turn card? 
 
          37a. If yes, how many Our Turn cards have you given 
parents during Units 1 and 2?  





38. Given teachers reminders to do Healthy Me, Healthy We 
activities in the classroom or connect with parents about the 
program?  
ᴑ ᴑ 
39. Given parents reminders to prompt them to do activities at 
home with their child? 
ᴑ ᴑ 
40. Worked with parents on questions they can ask their child 
about the Healthy Me, Healthy We program, messages, or 
activities? 
ᴑ ᴑ 
41. Worked with children on questions they can ask or 
concepts they can teach their parents about the Healthy Me, 
Healthy We program, messages, or activities? 
ᴑ ᴑ 
42. Developed any partnerships with other organizations that 
supply resources you need to implement the Healthy Me, 




Have you… No Yes 
43. Does your center have a go-to person who dedicates him or 
herself to leading the efforts of implementing the Healthy Me, 
Healthy We program?  
ᴑ ᴑ 
44. Do you have an executive or advisory board of community 
members, staff, or parents that provides input or advice on how 
you implement the Healthy Me, Healthy We program? 
ᴑ ᴑ 
45. Is there any person not on staff at your center that has been 
important for the implementation of Healthy Me, Healthy We 
program?  
ᴑ ᴑ 
46. Have you asked any local businesses or parents for 
donations to help you implement the Healthy Me, Healthy We 
program? Examples of donations may include money, food, or 
other supplies. 
ᴑ ᴑ 
47. Have you offered parents or children an incentive to 
participate in the Healthy Me, Healthy We program at home? 
ᴑ ᴑ 
48. Have you offered teachers an incentive to deliver the 




49. Since beginning the Healthy Me, Healthy We program, 
have you made any changes in the indoor or outdoor play 
environment for children? Examples may include space, toys, 
or time for active play.  
ᴑ ᴑ 
50. Since beginning the Healthy Me, Healthy We program, 
have you made any changes in the types of food or drink 









We would like to learn how you used the Healthy Me, Healthy We Program at your center, 
including what techniques you used to connect parents to the program.  
There are no right or wrong answers – you may have done some or none of these things.  
Before starting the Healthy Me, Healthy We program… No Yes 
1. Did staff members ever talk about whether they are 
concerned about healthy eating or physical activity habits of 
the children or families at your center? 
ᴑ ᴑ 
2. Did you ever have conversations with parents about their 
concerns regarding their child’s eating or physical activity 
habits? 
ᴑ ᴑ 
3. Did your staff members discuss whether Healthy Me, 
Healthy We was the 'right' program to address healthy eating 
and physical activity habits with the families at your center? 
ᴑ ᴑ 
4. Did you talk with parents about whether Healthy Me, 
Healthy We was the 'right' program to work together to 
promote healthy eating and physical activity habits? 
ᴑ ᴑ 
5. Did staff members talk about their interest or readiness to 
deliver the program? 
ᴑ ᴑ 
6. Other than the information collected for this research study, 
has your center ever collected any information about the eating 
or physical activity habits of children at your center? 
ᴑ ᴑ 
7. In thinking about the training you received about how to 
deliver the Healthy Me, Healthy We program, have you taken 
steps to modify your delivery of the program so that it is a 
better fit for your center and the families you serve? 
ᴑ ᴑ 
8. Has your director told you the Healthy Me, Healthy We is a 
priority at your center? 
ᴑ ᴑ 
9. Have you told parents that doing Healthy Me, Healthy We 




Have you… No Yes 
10. Talked with other staff members about barriers or 
challenges to delivering the Healthy Me, Healthy We program 
at your center? 
ᴑ ᴑ 
11. Worked with other staff members to come up with ideas for 
overcoming identified barriers or challenges to delivering the 
Healthy Me, Healthy We program?  
 
          11a. If yes, have you tried these ideas or new approaches 










12. Talked with other staff members about anyone or anything 
at the center that has supported the delivery of the Healthy Me, 
Healthy We program? 
ᴑ ᴑ 
 
Have you… No Yes 
13. Talked with other staff members specifically about barriers 
or challenges to getting parents involved with the Healthy Me, 
Healthy We program? 
ᴑ ᴑ 
14. Worked with other staff members to come up with ideas for 
overcoming identified barriers or challenges to getting parents 
involved with the Healthy Me, Healthy We program? 
ᴑ ᴑ 
15. Worked with parents to come up with ideas for overcoming 
identified barriers or challenges to doing Healthy Me, Healthy 
We activities at home? 
 
          15a. If yes, have you tried these ideas or new approaches 








16. Talked with other staff members specifically about anyone 
or anything at the center that has helped get parents involved 




 No Yes 
17. Did your center create a formal plan for implementing the 
Healthy Me, Healthy We program? For example, this might 
include: describing the purpose of using the program at your 
center, defining what and who will be affected by the program, 
your timeline, your goals, or performance measures.  
 







18. In order to deliver the Healthy Me, Healthy We program, 
have you needed to delegate any teaching responsibilities or get 
additional support? 
ᴑ ᴑ 
19. Do staff members have dedicated time to meet and review 
how implementation of the Healthy Me, Healthy We program 





Have you documented… No Yes 
20. Plans to deliver Healthy Me, Healthy We classroom 
activities?  
ᴑ ᴑ 
21. Plans to connect with parents about Healthy Me, Healthy 




22. Whether Healthy Me, Healthy We activities were actually 
done in the classroom? 
ᴑ ᴑ 
23. Whether materials were sent home to parents? ᴑ ᴑ 
24. Which parents you have been able to connect with about the 
program’s activities and messages? 
ᴑ ᴑ 
Have you… No Yes 
25. Received feedback from your director on your delivery of 
the Healthy Me, Healthy We program in the classroom or to 
parents? 
ᴑ ᴑ 
26. Received feedback from parents about their experience 
with the Healthy Me, Healthy We program? 
ᴑ ᴑ 
27. Asked parents for feedback about their experience with the 
Healthy Me, Healthy We program?  
ᴑ ᴑ 
28. Collected any other information about how the Healthy Me, 
Healthy We program is going? 
ᴑ ᴑ 
29. Based on feedback you have received or information you 
have collected about the implementation of the Healthy Me, 
Healthy We program, have you changed anything about how 





Have you… No Yes 
30. Had any meetings to teach parents or other community 
members about the Healthy Me, Healthy We program? 
ᴑ ᴑ 
31. Given parents any opportunities to have hands-on learning 
about the Healthy Me, Healthy We program activities or 
healthy eating and physical activity messages? 
ᴑ ᴑ 
32. Developed any additional materials for parents to help 
them learn about or use the Healthy Me, Healthy We program 
materials at home?  
ᴑ ᴑ 
33. Invited parents to help with the kick-off or specific Healthy 




Have you… No Yes 
34. Given parents Unit 1 Family Guides?  ᴑ ᴑ 
35. Given parents Unit 2 Family Guides? ᴑ ᴑ 
36. Invited parents to do specific Healthy Me, Healthy We 
activities at home? 
ᴑ ᴑ 
37. Given parents at least one Our Turn card? 
 
          37a. If yes, how many Our Turn cards have you given 







Have you… No Yes 
ᴑ 0        ᴑ 1-4        ᴑ 5-8        ᴑ 9-12        ᴑ more than 12 
38. Given parents reminders to prompt them to do activities at 
home with their child? 
ᴑ ᴑ 
39. Worked with parents on questions they can ask their child 
about the Healthy Me, Healthy We program, messages, or 
activities? 
ᴑ ᴑ 
40. Worked with children on questions they can ask or 
concepts they can teach their parents about the Healthy Me, 
Healthy We program, messages, or activities? 
ᴑ ᴑ 
41. Developed any partnerships with other organizations that 
supply resources you need to implement the Healthy Me, 




 No Yes 
42. Does your center have a go-to person who dedicates him or 
herself to leading the efforts of implementing the Healthy Me, 
Healthy We program?  
ᴑ ᴑ 
43. Do you have an executive or advisory board of community 
members, staff, or parents that provides input or advice on how 
you implement the Healthy Me, Healthy We program? 
ᴑ ᴑ 
44. Is there any person not on staff at your center that has been 
important for the implementation of Healthy Me, Healthy We 
program?  
ᴑ ᴑ 
45. Have you asked any local businesses or parents for 
donations to help you implement the Healthy Me, Healthy We 
program? Examples of donations may include money, food, or 
other supplies. 
ᴑ ᴑ 
46. Have you offered parents or children an incentive to 
participate in the Healthy Me, Healthy We program at home? 
ᴑ ᴑ 
47. Since beginning the Healthy Me, Healthy We program, 
have you made any changes in the indoor or outdoor play 
environment for children? Examples may include space, toys, 
or time for active play.  
ᴑ ᴑ 
48. Since beginning the Healthy Me, Healthy We program, 
have you made any changes in the types of food or drink 
provided to children?  
ᴑ ᴑ 
 
49. How many activities did you teach in Unit 1?  __________ 
 






APPENDIX 3: SEMI-STRUCTURED INTERVIEW GUIDES FOR DIRECTORS AND 




Thank you for taking the time to speak with me today about the Healthy Me, Healthy We 
program. We’re talking to you and other center directors who play such an important role in 
helping children develop health habits. We are interested in finding out what you liked and 
disliked about the program and how easy or difficult it was to implement at your center. Please 
be open and honest about your experiences – both positive and negative. There is no right or 
wrong answer. What we learn from you today will help to make this program even better. This 
interview should last for about 20 minutes. 
 
If it is all right with you, I will be making a few notes during the interview. I will also audio 
record our conversation to make sure I do not miss anything.  
 
This interview is completely confidential and all identifying information, such as names and 
places will be removed from the interview transcript and will not be included in any publications.   
Does that sound ok?   Do you have any questions about the interview process before we begin? 
 
[If the Center Director grants permission to audio record the interview, start the recorder now]. 
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PROGRAM AND MATERIALS QUESTIONS 
We are going to begin with some questions about the program and the materials.  
 
Q1: To start, tell me about your overall experience, as a center director, with the Healthy Me, 
Healthy We program. 
➢ What worked the best? 
➢ What was the most challenging? 
➢ How could we make the program or the materials better?  
 
Q2:   What did you hear from teachers about the program overall?  
➢ What seemed to work best for them? 
➢ What was most challenging? 
➢ Did you hear from them about ways it could be improved? 
 
Q2A: Describe what your center did as part of the kick-off event. 
➢ What worked the best? Why? 
➢ What was a challenge? Why? 
➢ How could we help to improve the planning or implementation of the kick-off 
event? 
 
Q2B: Describe how your center used the range of visual materials (e.g., banner, 
classroom posters)? 
➢ What worked the best? Why? 
➢ What was a challenge? Why? 
 
Q2C: Share with me how your center used the website (healthywe.org). 
➢ Which parts did you use? Why? 
➢ How could we help make it better? 
 
Q2D: Describe for me what your center did for the Celebration Event.  
➢ What worked the best? Why? 
➢ What was a challenge? Why? 





PARTNERING WITH PARENTS QUESTIONS 
Okay. I’m going to switch gears a bit now. We’ve been talking about what happens at the 
center and in the classroom. But one of the neat things about Healthy Me, Healthy We is the 
opportunity to partner with parents. I’m going to ask you a few questions about that aspect 
now. 
 
Q3: Tell me a bit about how the program affected communication or interaction between parents 
and the center?  
➢ What worked the best? Why? 
➢ What helped you keep their attention and get them engaged? 
➢ What was a challenge? Why? 
➢ How could it be made better? 
 
TRAINING QUESTIONS 
Okay. I’m going to switch gears again and focus on training. Think back to the training your 
center received initially, as well as the check-ins when unit materials were dropped off.  Do 
you remember those times? Great. 
 
Q4: Talk to me about how helpful the initial training was in preparing your center to use the 
program. 
➢ What was the most helpful? Why? 
➢ What was the least helpful? Why? 
➢ What should we have done differently to make it better?  
 
Q5: Talk to me about how helpful the check-ins were to your center.  
➢ What was the most helpful? Why? 
➢ What was the least helpful? Why? 
➢ What should we have done differently to make it better?  
 




QUESTIONS ABOUT THE FUTURE 
Your answers will be so helpful in assisting us in improving the program. Now I’d like to ask 
you some questions related to how Healthy Me, Healthy We might work in the future. 
 
Q7: The current program was designed for 3 to 4-year-old classrooms. Can you share your 
thoughts about whether this was a good age group to target? Why/not? 
 
Q8: If we wanted to expand the program to be used in younger preschool classrooms, how might 
that change what your center would need to do? 
➢ Which components of the program might work with younger children. Why? 
➢ Which components of the program would not work with younger children. 
Why not? 
➢ What might we need to add? Why? 
 
Q9: If we expanded the program so that it could be used in all classrooms (with all ages of 
children), how would that affect your center’s implementation?  
 
Q10: Even though the official intervention program has concluded, we’re curious about any 
plans you might have to continue using any of the materials related to the program in the future. 
Can you talk a bit about that? 
➢ Which elements might you use again next year?  Why? 
➢ Are there any ideas you have about how to make it easier for centers to use 
the program materials again? 
 
Q11: If given the opportunity, what might you say to directors at other centers who might be 
considering this program? 
 
 
PERSONAL HEALTH QUESTIONS 
Okay. Last one. Even though the focus of this program is to instill healthy habits in 
preschoolers, we’re a bit curious about center directors, teachers and parents, too. 
 
Q12: How did the program change the way you think about your own diet and exercise habits? 
➢ Can you tell me a bit more about? 
➢ Why do you think that is? 






Thank you so much for your time today! Your input has been extremely helpful as we evaluate 
the program.  
Is there anything I should have asked you, but didn’t?  Or is there anything else you’d like to add 





Okay. Thank you! Our interview is finished.  Are there any questions that I can bring back to the 







Thank you for taking the time to speak with me today about the Healthy Me, Healthy We 
program. We’re talking to you and other teachers like you who play such an important role in 
helping children develop health habits. You’re on the front line delivering the program and we 
are very interested in understanding what you liked and disliked about the program and how easy 
or difficult it was to implement in your classroom.  
 
Please be open and honest about your experience – both positive and negative. There is no right 
or wrong answer. What we learn from you today will help to make this program great. This 
interview should last for about 20 minutes. 
If it is all right with you, I will be making a few notes during the interview. I will also audio 
record our conversation to make sure I do not miss anything.  
 
This interview is completely confidential and all identifying information, such as names and 
places will be removed from the interview transcript and will not be included in any publications.   
Does that sound ok?  Do you have any questions about the interview process before we begin? 
 




PROGRAM AND MATERIALS QUESTIONS 
We are going to begin with some questions about the program and the materials.  
 
Q2: To start, tell me about your overall experience, as a teacher, with the Healthy Me, Healthy 
We program. 
➢ What worked the best? 
➢ What was the most challenging? 
➢ How could we make the program or the materials better?  
 
Q2:   Tell me a bit about what it was like to integrate the program into your normal 
 classroom routine.  
➢ Why do you say that? 
➢ How could we make the program easier for you and teachers like you to use? 
 
Q2A: Describe what your class did as part of the kick-off event. 
➢ What worked the best? Why? 
➢ What was a challenge? Why? 
➢ How could we help to improve the planning or implementation of the kick-off 
event? 
 
Q2B: Describe how you and your children did they signing of the promise. 
➢ What worked the best? Why? 
➢ What was a challenge? Why? 
➢ How could we help make it better? 
 
Q2C: Tell me a bit about your experience with the Activity Cue Cards. 
(These were the large index cards that explained the activities – i.e. the 
supplies/materials needed, overview, and directions. They were clipped to a binder 
ring) 
➢ What worked the best? Why? 
➢ What was a challenge? Why? 
➢ How could we make the cue cards better? 
 
Q2D: Tell me about how you used the Unit Poster in your classroom. 
➢ What worked the best? Why? 
➢ What was a challenge? Why? 





Q2E: Tell me about your experience with the Our Turn cards. 
These were the small “trading cards” that were sent home with the kids for 
activities. They had “cartoon characters on them”  
➢ What worked the best? Why? 
➢ What was a challenge? Why? 
➢ How could we make the cards better? 
 
Q2F: Share with me how you used the Resource Binder. 
➢ Which parts did you use? Why? 
➢ How could we help make it better? 
 
Q2G: Share with me how you used the website (healthywe.org). 
➢ Which parts did you use? Why? 
➢ How could we help make it better? 
 
Q2H: Please share what you did for the Celebration Event.  
➢ What worked the best? Why? 
➢ What was a challenge? Why? 




PARTNERING WITH PARENTS QUESTIONS 
Okay. I’m going to switch gears a bit now. We’ve been talking about what happens at the 
center and in the classroom. But one of the neat things about Healthy Me, Healthy We is the 
opportunity to partner with parents. I’m going to ask you a few questions about that aspect 
now. 
 
Q3: Tell me a bit about how you interacted or communicated with parents about the program. 
Can you describe this for me? 
➢ What worked the best? Why? 
➢ What helped you keep their attention and get them engaged? 
➢ What was a challenge? Why? 






Okay. I’m going to switch gears again. Think back to the training you received initially, as 
well as the check-ins when unit materials were dropped off.  Do you remember those times? 
Great. 
 
Q4: Talk to me about how helpful the initial training was in preparing you, as a teacher, to use 
the program. 
➢ What was the most helpful? Why? 
➢ What was the least helpful? Why? 
➢ What should we have done differently to make it better?  
 
Q5: Talk to me about how helpful the check-ins were to you as a teacher.  
➢ What was the most helpful? Why? 
➢ What was the least helpful? Why? 
➢ What should we have done differently to make it better?  
 
Q6: How necessary do you think the check-ins are to the program. Why/not? 
 
 
QUESTIONS ABOUT THE FUTURE 
Your answers will be so helpful in assisting us in improving the program. Now I’d like to ask 
you some questions related to how Healthy Me, Healthy We might work in the future. 
 
Q7: The current program was designed for 3 to 4-year-old classrooms. Can you share your 
thoughts about whether this was a good age group to target? Why/not? 
 
Q8: If we wanted to expand the program to be used in younger preschool classrooms, how might 
that change what teachers like you would need to do? 
➢ Which components of the program might work with younger children. Why? 
➢ Which components of the program would not work with younger children. 
Why not? 
➢ What might we need to add? Why? 
 
Q9: If we expanded the program so that it could be used in all classrooms (with all ages of 
children), how would that affect your center’s implementation?  
 
Q10: Even though the official intervention program has concluded, we’re curious about any 
plans you might have to continue using any of the materials related to the program in the future. 
Can you talk a bit about that? 
➢ Which elements might you use again next year?  Why? 
➢ Are there any ideas you have about how to make it easier for teachers like you 




Q11: If given the opportunity, what might you say to providers at other preschools who might be 
considering this program? 
 
 
PERSONAL HEALTH QUESTIONS 
Okay. Last one. Even though the focus of this program is to instill healthy habits in 
preschoolers, we’re a bit curious about teachers and parents, too. 
 
Q12: How did the program change the way you think about your own diet and exercise habits? 
➢ Can you tell me a bit more about that? 
➢ Why do you think that is? 
➢ You’ve talked a bit about diet/exercise, how about diet/exercise? 
 
CONCLUSION 
Thank you so much for your time today! Your input will be extremely helpful as we evaluate the 
program. Is there anything I should have asked you, but didn’t?  Or is there anything else you’d 






Okay. Thank you! Our interview is finished.  Are there any questions that I can bring back to the 




APPENDIX 4: SEMI-STRUCTURED INTERVIEW GUIDES FOR DIRECTORS, 
TEACHERS, AND PARENTS (AIM 2) 
DIRECTOR GUIDE 
 
Hello, my name is [name of interviewer].  
 
The purpose of this interview is to learn about ways to promote communication and partnership between 
parents and their children’s teachers. We also want to learn about challenges in communication you face 
at your child care center. 
I’m going to ask you questions about your experiences communicating and connecting with parents at 
your center as well as questions specifically about connecting with them through the Healthy Me, Healthy 
We program. Your answers will help me better understand general challenges and successes of connecting 
with teachers as well as those specific to the Healthy Me, Healthy We program. We will use this 
information to develop a new way to support partnerships between parents and teachers through the 
Healthy Me, Healthy We program.  
I expect the interview to last about one hour. The interview will be recorded so that I can have an accurate 
record of your answers, and if it’s okay with you I will take some notes as we speak. This recording and 
your answers will remain confidential. No one at your center will have access to your answers and all 
identifying information, such as names and places, will be removed from the notes and records. If, at any 
time, you feel that the questions are too sensitive, I would be happy to turn off the recorder during that 
part.  You may also skip any questions you are not comfortable with. 
Do you have any questions?  
Are you ready to begin? I’m going to start recording now.   
[Note: probes are as needed] 
Opening Question: In child care, the term “parent engagement” is often used. Please tell me what the term 
“parent engagement” means to you. 
[Note, if director is unfamiliar with “parent engagement” can refer to as “parent communication”] 
 Probes:  
o Give me an example of what it looks like for you to engage a parent. 
o Give me an example of what it looks like for a teacher to engage a parent. 
o Give me an example of what it looks like for a parent to be engaged.  
o Are there any other examples you would like to share of how your center engages parents 
(day-to-day or special events)? 
Moving forward in this interview, when we think about parent engagement I want us to think about it as 
partnership between teachers and parents that promotes children’s growth and development. 
Interview Question: On a scale of 1 to 5, 1 being not at all satisfied and 5 being completely satisfied, how 





o What makes you say ___ and not ____?  
Interview Question: On a scale of 1 to 5, 1 being not at all satisfied and 5 being completely satisfied, how 
satisfied are you with your and the center’s efforts and abilities to engage parents? 
 Probes: 
o What makes you say ___ and not ____?  
o What makes families you are able to reach different from those you have a hard time 
reaching?  
o What might be done (differently) to communicate with and engage families that you are 
having a hard time reaching? 
 
Inner Setting 
Now I would like to talk broadly about the organization of your child care center and how that has 
influenced your and your staff’s efforts to engage parents. 
Structural Characteristics 
Interview Question: What about the way your center is organized helps you and your staff engage, or 
partner with, parents? 
Sample characteristics to probe: media available to communicate with parents, number of staff, 
number of classrooms, number of children, physical layout, years in operation, policies, decision-
making, and social structure.  
Interview Question: What about the way your center is organized might be preventing you and your staff 
from fully engaging with parents?  
Probe: How have you worked around challenges? 
Culture 
Now I would like to talk specifically about your center’s culture – the general beliefs, values, and 
assumptions that people embrace regarding working with families to promote children’s growth and 
development. 
Interview Question: How do you think your organization's culture has affected your approach to reaching 
out to and working with parents?  
 Probe: Can you share an example that shows this? 




Tension for Change 
Interview Question: What programs, practices, processes, or other resources related to parent engagement 
do you or your center use? 
[Examples include: policies, curriculum, events, social media, texting, parent-teacher conferences, home 
visits, daily or weekly communications] 
 Probes: 
o [If have something] How do you and your staff feel about these current programs, 
practices, or processes? To what extent do these fail to meet existing needs?  
• Who helps you get what is needed? What challenges have you encountered? 
• [If don’t have anything] Would you be interested in some sort of program? What 
would you want it to involve? Or what other resources do you need? 
• Would you consider Healthy Me, Healthy We a program that could support 
parent engagement? Why or Why not? 
Interview Question: How great is the need to improve parent engagement at your center? 
 Probes: 
o Why is this? 
o What kinds of changes are needed to improve parent engagement? 
o What kinds of changes do you think parents think are needed to improve parent 
engagement? 
o What barriers do you see to improving parent engagement? This could be barriers for you 
or barriers you think parents or teachers may have. 
Relative Priority 
Interview Question: How important, compared to other priorities, is enhancing parent engagement at your 
center?  
Probes: 
o How would enhancing parent engagement help achieve (or relieve pressure related to) 
these other priorities? 
o How would enhancing parent engagement compete with these priorities?  
 
Now I would like to talk about general communication and any resources and planning approaches your 




Networks & Communications 
Interview Question: How do you typically share new information with your staff, such as new programs, 
accomplishments, issues, new staff, staff departures? 
Interview Question: What formal feedback do you get about your work? What feedback do you provide 
your staff about their work? 
Probes: 
o What does feedback look like? Content, mode, form? 
o How often is it given? 
o How helpful is feedback? 
o How can it be improved? 
o What about informal feedback? 
Access to Knowledge & Information 
Interview Question: Who do you ask if you have questions about engaging parents? Who do your staff 
ask? 
 Probes: 
o How available are these individuals? 
o How helpful are these individuals? 
Interview Question: What kind of training, if any, have you or your staff had about parent engagement? 
 Probes: 
o [If yes] What about the training prepared you to partner or communicate with parents? 
Can you give an example? What was missing from training? 
o [If no] What kind of training, if any, would you be interested in? What would be helpful 
ways or formats to learn this? 
Goals & Feedback 
Interview Question: Has your center set goals related to parent engagement? 




Now I would like to chat with you about the process of rolling out the Healthy Me, Healthy We program 




Interview Question: What plans did you make for getting parents involved with Healthy Me, Healthy We? 
 If there was a plan: 
Probes: 
o How did you apply other success with engaging parents to engaging them with the 
Healthy Me, Healthy We program? 
o How did you communicate the plan for engagement to others involved with the program? 
o How did the plan change along the way? 
o How effective, compared with other efforts to engage parents, were you with the Healthy 
Me, Healthy We program? 
If there was no plan: 
Were parents involved with Healthy Me, Healthy We according to your expectations?  
Probes: 
o [If yes] Can you describe this? 
o [If no] Why not? 
Formally Appointed Internal Implementation Leaders 
Interview Question: Who lead implementation of Healthy Me, Healthy We at your center? 
 Probes: 
o How did this/these person(s) come into this role? Appointed? Volunteered?  
• What qualities does this person have that made them an effective leader for this 
program?  
o What qualities does this person lack? 
o Does this person have sufficient authority to do what is necessary to implement the 
program? 
Engaging Opinion Leaders/Key Stakeholders 
Interview Question: How did you communicate with parents about the Healthy Me, Healthy program and 
its messages? 
 Probes: 
o How did you approach them? What materials did you use? (e.g., bulletin boards, emails) 
o What processes did you use to communicate? (e.g., talking to people informally) 
o How frequently did you communicate with them? 
o What seemed to work? What didn’t work? 
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Reflecting & Evaluating 
Interview Question: How well did your communication efforts work? What kind of information did you 
collect about parent engagement as you implemented the Healthy Me, Healthy We program? 
 Probes: 
o How did you know it worked or didn’t work? 
o [If yes] How did you gather information? How was or will this information be used? 
o [If no] Is there any information you could have collected to determine whether 
communication efforts were working? What is the benefit you would see from collecting 
this type of information? 
In closing, do you have any final thoughts you would like to share about parent engagement or your use 
of the Healthy Me, Healthy We program? 
 
Thank you for taking time to share your experiences with me. You have given me a lot of useful 








Hello, my name is [name of interviewer].  
 
The purpose of this interview is to learn about ways to promote communication and partnership between 
parents and their children’s teachers. We also want to learn about challenges in communication you face 
at your child care center. 
I’m going to ask you questions about your experiences communicating and connecting with parents at 
your center as well as questions specifically about connecting with them through the Healthy Me, Healthy 
We program. Your answers will help me better understand general challenges and successes of connecting 
with parents as well as those specific to the Healthy Me, Healthy We program. We will use this 
information to develop a new way to support partnerships between parents and teachers through the 
Healthy Me, Healthy We program.  
I expect the interview to last about one hour. The interview will be recorded so that I can have an accurate 
record of your answers, and if it’s okay with you I will take some notes as we speak. This recording and 
your answers will remain confidential. No one at your center will have access to your answers and all 
identifying information, such as names and places, will be removed from the notes and records. If, at any 
time, you feel that the questions are too sensitive, I would be happy to turn off the recorder during that 
part.  You may also skip any questions you are not comfortable with. 
Do you have any questions?  
Are you ready to begin? I’m going to start recording now.   
[Note: probes are as needed] 
Opening Question: In child care, the term “parent engagement” is often used. Please tell me what the term 
“parent engagement” means to you. 
[Note, if teacher is unfamiliar with “parent engagement” can refer to as “parent communication”] 
 Probes:  
o Give me an example of what it looks like for you to engage a parent. 
o Give me an example of what it looks like for a parent to be engaged.  
o Are there any other examples you would like to share of how your center engages parents 
(day-to-day or special events)? 
Moving forward in this interview, when we think about parent engagement I want us to think about it as 
partnership between teachers and parents that promotes children’s growth and development. 
Interview Question: On a scale of 1 to 5, 1 being not at all satisfied and 5 being completely satisfied, how 
satisfied are you with parents’ interest and support regarding activities their children do in your center?  
Probe: 
o What makes you say ___ and not ____?  
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Interview Question: On a scale of 1 to 5, 1 being not at all satisfied and 5 being completely satisfied, how 
satisfied are you with your and the center’s efforts and abilities to engage parents? 
 Probes: 
o What makes you say ___ and not ____?  
o What makes families you are able to reach different from those you have a hard time 
reaching?  
o What might be done (differently) to communicate with and engage families that you are 
having a hard time reaching? 
Now I am going to ask you some general questions about ways you might already or could connect with 
parents. 
Parenting 
Interview Question: First, tell me about how you work with families to support children’s learning at 
home.  
 Probes:  
o What topics do you cover?  
o How do you share that information?  
o How interested are families in this type of information? How comfortable are they 
hearing this type of information from you? 
Interview Question: What kind of resources or information do you share with families about supporting 
healthy eating and active play at home? 
 Probes: 
o [If yes] How do you share that information? How interested are families to this type of 
information? How comfortable are they hearing this from you?  
 
o [If no] How important do you think it is for you to share this type of information? How 
comfortable/confident do you feel to share this type of information? Would your families 
be open to learning this type of information? 
Communicating 
Interview Question: Next, tell me about how you communicate with parents about center programs and 
children’s progress. 
 Probes:  
o What are your expectations of parents related to communication about their children? 
o What are parents’ expectations of you regarding communication about their children? 
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Interview Question: How did you use the Healthy Me, Healthy We program to communicate with families 
about nutrition and physical activity? 
 Probes: 
o Can you give me an example of when you communicated with a parent about a child’s 
eating or physical activity habits?  
o How did you get the word out to parents about the Healthy Me, Healthy We program? 
(e.g., materials, processes, how often) 
o What seemed to work? What didn’t work? 
o How often did you connect with parents? How did this change over the course of the 
program? 
Interview Question: Did you receive feedback about the Healthy Me, Healthy We program from parents? 
 Probes: 
o [If yes] What kind of feedback? How was it shared (prompted or unsolicited)? How 
helpful was the feedback? How could it be improved? How often did you get it? 
 
o [If no] Would it be helpful to receive feedback? What kind of feedback? How often 
would you want feedback? Who would you want feedback from? 
Volunteering 
Interview Question: In what ways, if any, do parents volunteer (e.g., time resources) in your classroom or 
at your center?  
Probes: 
o [If yes] On a scale of 1 to 5, 1 being not at all satisfied and 5 being completely satisfied, 
how satisfied are you with your experience? Why did you say a _____ instead of a 
_____? How do you recruit and organize volunteer efforts?  
 
o [If no] What interest do you have in having parents volunteer? What kind of support 
would be most helpful? 
Interview Question: Did you have parents volunteer to help out with the Healthy Me, Healthy We 




o [If yes] What did they do? How did the program benefit (or not) from parent volunteers?  
 
o [If no] How would the program benefit (or not) from parent volunteers? What would you 
have them do? 
Learning at Home 
Interview Question: How do you encourage families to help children practice and apply what is learned at 
school?  
Probes: 
o How often does this occur?  
o What are your expectations for families to complete activities at home? 
o What are parents’ expectations regarding activities at home? 
Interview Question: How do you follow up with families about homework or other activities that are 
assigned to be completed at home?  
Probes:  
o How do parents respond?  
o What worked well? Not so well? 
o Can you provide examples of how you would like parents/children to show they are 
practicing or applying what is learned at school? 
Interview Question: What kind of support or resources would be needed to help parents begin or keep-up 
efforts to continue learning at home? 
Interview Question: How did you follow up with families about their use of home activities of the 
Healthy Me, Healthy We program? 
 Probes: 
o [If yes] What seemed to work? What didn’t? 
o [If no] What are some ways you could have checked in with parents about their use of the 
program to support children to try healthy foods and new ways to be active? 
Decision Making 
Interview Question: How do you include parents when making classroom decisions that could have an 
effect on them or their child? 
 Probes: 
o When do you chose not to include parents or to include them?  
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o [If no] What might it look like to include parents in the decision-making process? 
Interview Question: Do you have formal organizations or leadership roles for parents at your center? 
 Probes: 
o [If yes] What kinds of roles? What is the purpose of these roles? How does this benefit 
you/classroom/center? What difficulties does this cause? 
 
o [If no] Why not? How could a formal way for parents to be involved benefit 
you/classroom/center? What kind of roles or groups would make sense at your center? 
Collaborating with Community 
Interview Question: What community resources and services, if any, have you connected families with 
that provided support for something they needed? 
[Examples include: connecting parents with educational resources, food assistance programs, health 
referrals, or professional development to prepare you for interacting with families] 
Interview Question: What community resources and services, if any, have you connected families with 
that promote and support healthy eating and active play at the center or at home? 
[Examples include: workshops, classes, field trips, sports or activity groups] 
I would like to close this interview with a few more general questions about the views of partnering with 
parents at your center.  
Interview Question: What about the way your center is organized helps you engage, or partner with, 
parents? 
Probes: 
o What programs, practices, processes, or other resources related to parent engagement or 
communication do you or your center use? 
[Examples include: policies, curriculum, events, social media, texting, parent-teacher 
conferences, home visits, daily or weekly communications] 
o [If have something] How do you feel about these current programs, practices, or 
processes? To what extent do current programs fail to meet existing needs? What other 
resources would you need?  
o Who helps you get what is needed? What challenges have you encountered? 
 
o [If don’t have anything] Would you be interested in some sort of program or policy? 
What would you want it to involve? Or what other resources do you need? 
o What, if any, restrictions does your center have in communicating with families? 
o Would you consider Healthy Me, Healthy We as a program to support parent 




Interview Question: What about the way your center is organized might be preventing you from fully 
engaging with parents?  
Sample characteristics to probe: media available to communicate with parents, number of staff, 
number of classrooms, number of children, physical layout, years in operation, policies, decision-
making, and social structure. 
Goals & Feedback 
Interview Question: Has your center set goals related to parent engagement? 
 Probe: [If yes] What are the goals? 
Access to Knowledge & Information 
Interview Question: Who do you ask if you have questions about engaging parents?  
 Probes: 
o How available are these individuals? 
o How helpful are these individuals? 
Interview Question: What kind of training, if any, have you had about parent engagement? 
 Probes: 
o [If yes] What about the training prepared you to communicate or engage with parents? 
Can you give an example? What was missing from training? 
 
o [If no] What kind of training, if any, would you be interested in? 
Interview Question: How great is the need to improve parent engagement at your center? 
 Probes: 
o Why is this? 
o What kinds of changes are needed to improve parent engagement? 
o What kinds of changes do you think parents think are needed to improve parent 
engagement? 
o What barriers do you see to improving parent engagement? This could be barriers for you 
or barriers you think parents or the center director may have.  
In closing, do you have any final thoughts you would like to share about parent engagement or your use 
of the Healthy Me, Healthy We program? 
Thank you for taking time to share your experiences with me. You have given me a lot of useful 
information and insight to efforts centers like yours take to connect with parents. I am going to stop 






Hello, my name is [name of interviewer].  
 
The purpose of this interview is to learn about ways to promote communication and partnership between 
parents and their children’s teachers. We also want to learn about challenges in communication you face 
at your child care center. 
I’m going to ask you questions about your experiences communicating and connecting with teachers at 
your center as well as questions specifically about connecting with them through the Healthy Me, Healthy 
We program. Your answers will help me better understand general challenges and successes of connecting 
with teachers as well as those specific to the Healthy Me, Healthy We program. We will use this 
information to develop a new way to support partnerships between parents and teachers through the 
Healthy Me, Healthy We program.  
I expect the interview to last about one hour. The interview will be recorded so that I can have an accurate 
record of your answers, and if it’s okay with you I will take some notes as we speak. This recording and 
your answers will remain confidential. No one at your center will have access to your answers and all 
identifying information, such as names and places, will be removed from the notes and records. If, at any 
time, you feel that the questions are too sensitive, I would be happy to turn off the recorder during that 
part. You may also skip any questions you are not comfortable with. 
Do you have any questions?  
Are you ready to begin? I’m going to start recording now.   
[Note: probes are as needed] 
Opening Question: In the field of child care, the term “parent engagement” is often used.  Please tell me 
what the term “parent engagement” means to you. 
[Note, if parent is unfamiliar with “parent engagement” can refer to as “parent communication”] 
 Probes:  
o Give me an example of what it looks like for you to engage with your child’s teacher. 
o Give me an example of what it looks like for a teacher to engage with a parent.  
o Are there any other examples you would like to share of how your center engages parents 
(day-to-day or special events)? 
Moving forward in this interview, when we think about parent engagement I want us to think about it as 
partnership between teachers and parents that promotes your child’s growth and development. 
Interview Question: On a scale of 1 to 5, 1 being not at all satisfied and 5 being completely satisfied, how 
satisfied are you with your center’s efforts and abilities to engage parents?  
Probe: 
o What makes you say ___ and not ____?  
o How typical do you think your experience is compared to other parents in the center? 
o How could your center do a better job of communicating with and engaging you? 
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Now I am going to ask you some general questions about ways your child’s teacher might already or 
could connect with you. 
Parenting 
Interview Question: First, tell me about how your child’s teacher works with you to support your child’s 
development and growth.   
 Probes:  
o What kind of information does she/he share?  
o How does she/he share that information?  
o How open are you to receiving this type of information from your child’s 
provider/teacher?  
Interview Question: What does your child’s teacher do to help you support healthy eating and active play 
at home? 
 Probes: 
o [If yes] What kind of information or resources does she/he share? How does she/he share 
that information? How comfortable are you to receiving this type of information from 
your child’s provider/teacher?  
 
o [If no] How important do you think it is for your child’s teacher to share this type of 
information? How would you feel about getting this type of information from your 
child’s teacher? 
Communicating 
Interview Question: Next, tell me about how your child’s teacher communicates with you about center 
programs and your child’s progress. 
 Probes:  
o What are your expectations of your child’s teacher regarding communication about your 
child? 
o What are your child’s teacher’s expectations of you regarding communication about your 
child?  
o What about your child’s teacher’s communication style do you like?  
Interview Question: If there is something you need or want to speak with your child’s teacher about, how 
do you connect with him or her? 
Interview Question: How could communication with your child’s teacher (and center) be improved?  




o Who communicate with?  
o How often? 
o Form of communication? How interested would you be in using technology to connect? 
o What is discussed? 
o Where? 
Interview Question: What policies, if any, does your center have about communicating with families? 
 Probe: [If yes] How did you find out about these policies? 
Interview Question: How did your child’s teacher use the Healthy Me, Healthy We program to 
communicate with you about nutrition and physical activity? 
Probes: 
o Can you give me an example of when your child’s teacher talked to you about your 
child’s eating or activity habits?  
o How did she/he communicate with you? (e.g., materials, processes, how often) 
o Did this change over the course of the program? 
o What worked? What didn’t work? 
Interview Question: How did you use the Healthy Me, Healthy We program to communicate with your 
child’s teacher about nutrition and physical activity?  
Probes:  
o Did you provide any feedback to your child’s care provider/teacher about the Healthy 
Me, Healthy We program? 
o [If yes] What kind of feedback?  
Volunteering 
Interview Question: In what ways, if any, have you volunteered (e.g., time, resources) at your child’s 
center or classroom? 
Probes: 
o [If yes] On a scale of 1 to 5, 1 being not at all satisfied and 5 being completely satisfied, 
how satisfied are you with your experience? Why did you say a _____ instead of a 
_____? How did you get connected with volunteering? How did this benefit (or not) you, 
your child, and his/her classroom? 
o [If no] What interest, if any, do you have in volunteering for your child’s classroom? 
How might you be willing to volunteer (e.g., time, resources)? What benefit (or not) 
might it provide to you, your child, and his/her classroom? What prevents you from 
having parents volunteer in the classroom? 
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Learning at Home 
Interview Question: How does your child’s teacher encourage you to help your child practice and apply 
things he/she learns at school?  
Probes: 
o How often does this occur?  
o Can you provide examples of how you would like your child’s teacher to promote 
learning at home? 
o What are your expectations about completing activities at home? 
o What are your child’s teacher’s expectations for families to complete activities at home? 
Interview Question: How does your child’s teacher follow up with you about homework or other 
activities that are assigned to be completed at home?  
Probe: How do you feel about this?  
Interview Question: What kind of support or resources would be needed to help you begin or keep-up 
your efforts to continue learning at home? 
Interview Question: How did your child’s teacher follow up with you about doing home activities of the 
Healthy Me, Healthy We program? 
 Probes: 
o [If yes] What seemed to work? What didn’t? 
 
o [If no] What are some ways your child’s teacher could have checked in with you about 
your use of the program to support your child to try healthy foods and new ways to be 
active?  
Decision Making 
Interview Question: How does your child’s teacher include you or other parents in making decisions that 
could have an effect on your child’s classroom? How does your center include you or other parents in the 
decision-making process? 
 Probes: 
o [If yes] Please give me an example of how you or other parents have been involved in 
the decision-making process? 
 
o [If no] How would you like to be involved in the decision-making process?  
Interview Question: Does your center have formal organizations or leadership roles for parents? 




o [If yes] What kinds of roles? What is the purpose of these roles? How does this benefit 
you/classroom/center? What difficulties does this cause? 
 
o [If no] How could a formal way for parents to be involved benefit you/classroom/center? 
What kind of roles or groups would make sense at your center? 
Collaborating with Community 
Interview Question: What community resources and services (if any) has your center connected you with 
to help you or your child? 
[Examples include: connecting you with educational resources, food assistance programs, or health 
referrals] 
Interview Question: What community resources and services (if any) has your center connected you with 
that promote and support healthy eating and active play at the center or in your home? 
[Examples include: workshops, classes, field trips, sports or activity groups] 
General 
I would like to close this interview with a few more general questions about your views of partnering with 
your child’s teacher at your center.  
Interview Question: Is there a need to improve parent engagement (i.e. partnership between teachers and 
parents that promotes children’s growth and development) at your center? 
 Probes: 
o Why or why not? 
o If yes, what kind of changes are needed? How could those changes be made? 
o What barriers do you see to improving parent engagement? This could be barriers for you 
or barriers you think your child’s teacher or the center director may have.  
Interview Question: How did the Healthy Me, Healthy We program affect parent engagement at your 
center? 
In closing, do you have any final thoughts you would like to share about parent engagement or your use 
of the Healthy Me, Healthy We program? 
 
Thank you for taking time to share your experiences with me. You have given me a lot of useful 





APPENDIX 5: SEMI-STRUCTURED INTERVIEW GUIDE FOR DIRECTORS AND 
TEACHERS (AIM 3) 
INTRODUCTION 
Thank you for taking the time to speak with me today about the Healthy Me, Healthy We 
program. We’re talking to you and other early care providers who play an important role in 
helping children develop healthy habits. We are very interested in understanding what you liked 
and disliked about the program and how useful or not the program was for partnering with 
parents.  
 
Please be open and honest about your experience – both positive and negative. There are no right 
or wrong answers. What we learn from you today will help to make this program better. This 
interview should last about 30 – 45 minutes. 
If it is all right with you, I will be making a few notes during the interview. I will also audio 
record our conversation to make sure I do not miss anything.  
 
This interview is completely confidential and all identifying information, such as names and 
places will be removed from the interview transcript and will not be included in any publications.   
 
Does that sound ok?  Do you have any questions about the interview process before we begin? 
 
[If granted permission to audio record the interview, start the recorder now]. 
 
 
GENERAL PROGRAM QUESTIONS 
We are going to begin with some questions about the program and the materials.  
 
Q1:  To start, tell me about your overall experience with the Healthy Me, Healthy We 
program. 
 
➢ What were some of the highs? 
 
➢ What were some of the lows? 
 
➢ What surprised you?  
 
➢ Would you want to do it again next year? Why or why not? 
 
Q2: What activities did you enjoy the most?  
 (Note: may not be relevant for directors) 
 
➢ Why do you say that?  
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Q3: In thinking about all the parts and pieces of the program, what do you think are the three 
most important materials or activities to promote partnership with parents to support healthy 
eating and active play? 
 
(Program elements include: Kick-off, banner, Healthy We promise, classroom posters, 
classroom activities, resource box, Healthy We song, Our Turn Cards, conversation starter 
cards, Outreach toolkit, branded items like tattoos or buttons, Family Guides, home activities, 
Celebration) 
 
➢ Why do you say that? 
 
➢ What parts and pieces did you actually use the most?  
(i.e. are these different from what they think is important) 
 
GENERAL IMPLEMENTATION QUESTIONS 
Now I want to ask you some questions to learn more about what made it challenging or easy to 
deliver the Healthy Me, Healthy We program and to connect with parents about it.  
 
Q4: In thinking about this past year, what barriers or challenges did you face to delivering the 
Healthy Me, Healthy 
We program (in your classroom)? 
 
➢ What ideas did you and other staff members come up with and use for 
overcoming identified barriers? 
 
➢ Who or what made it possible (or easier) for you to deliver the Healthy Me, 
Healthy We program (in your classroom)? 
 
Q5: What barriers or challenges did you face when getting parents involved with Healthy Me,  
Healthy We? 
 
➢ What strategies did you and other staff members come up with and use to 
overcome these barriers? 
 
➢ Did you ask parents about barriers they were facing to do the activities at 
home? 
 
o If yes, what did you learn? Were you able to work with parents to 
come up with ideas for overcoming identified barriers? If yes, what 





o If no, why not? How might it be helpful/harmful? 
 
➢ Who or what made it possible (or easier) for parents to participate in the 
Healthy Me, Healthy We program? 
 
PARTNERING WITH PARENTS QUESTIONS 
Okay. I’m going to switch gears a bit now. One big part of the Healthy Me, Healthy We was to 
provide you an opportunity to partner with parents. I’m going to ask you a few questions about 
that now. 
 
Q6:  Tell me a bit about how you interacted or communicated with parents about the program. 
(If necessary: Can you describe this for me?) 
➢ What worked the best? Why? 
 
➢ What helped you keep their attention and get them engaged? 
 
➢ What was a challenge? Why? 
 
➢ How could it be made better? 
 
Q7: How often did you check in with parents about their experience with using the program at  
home? 
 
Examples include doing activities, what they thought of activities, any changes they have 
made or noticed regarding eating or activity habits.  
 
➢ What made it possible or easier for you to check in with parents about their 
experience with the program? 
 
➢ What prevented you from checking in with families (more)?  
 
➢ What would make it easier? 
 
Q8: Did you ask parents for feedback throughout the program? 
 
➢ If yes, what did you ask about? What did parents say? What else would you 
have wanted to know? What made it possible or easier for you to ask for 
feedback?  
 
➢ If no, why not? What prevented you from asking? What would you have 





Q9: Now I want to take a step back - What does your ideal partnership with parents look like?  
 
➢ What role do parents play? 
 
➢ What is your role? 
 
➢ How would you and parents work together to support children? 
 
Q10: On a scale of 1 to 5, 1 being not at all satisfied and 5 being completely satisfied, how 
would you rate your satisfaction with the type or strength of partnerships you have with parents 
in your classroom? 
➢ What makes you say _____[number]? 
 
➢ In what way did the Healthy Me, Healthy We program affect or change your 
relationship with parents? 
 
➢ How could HMHW be changed or improved to promote more of a back and forth 
process/relationship with parents so that you feel you are sharing responsibility to 
promote healthy eating and active play 
 
If struggling to identify what needed, ideas could include: training (probe more 
about what specifically); support from administrators or other teachers (probe 
more about what kind of support - to show priority/expectations? valued by 
center? Time or resources?); structure or opportunities to connect with families 
(probe about when to connect or create plans/specific goals with families or 
perhaps when to follow-up with or check in with families); something from 
parents 
 
o How could parents be better prepared to do Healthy Me, Healthy We 





All right, for this last set of questions I want you to think about the training you have received 
about how to deliver the Healthy Me, Healthy We program and check-in visits with Courtney.  
 
Q11: How have you modified your delivery of the Healthy Me, Healthy We program so that it 
is a better fit for your center/classroom and the families you serve? 
 
 
➢ Now tell me more specifically about the Our Turn cards and communicating with 





➢ You can also think back to the kick-off event, how you used (or didn’t) the 
materials we gave you, doing activities in the classroom, chatting with children 
and other family members about the program, etc. 
 
CONCLUSION 
Q12: Thank you so much for your time today! Your input will be extremely helpful as we 
evaluate the program. Is there anything I should have asked you, but didn’t?  Is there anything 






Okay. Thank you! Our interview is finished.  Are there any questions that I can bring back to the 
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